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Abstract

From a high of over 200,000 women religious in the early 1960s the number of
Catholic nuns has dropped to 59,000 in 2011. Their average age has risen to 69 years of
age. This has created a crisis in definition and purpose of the traditional missions of
education of healthcare that many orders consider a prime piece of their work in the
community.
This qualitative study takes a look at the Sisters of Saint Joseph of Carondelet, St.
Paul Province (CSJ) and their change from traditional brick and mortar hospitals to a
neighborhood system of primary clinics, St. Mary‘s Health Clinics (SMHC). Using an
oral history approach 14 individuals with key relationships to these events were
interviewed for their perceptions and memories. Use of archival historical resources
coupled with these oral history interviews resulted in several conclusions about the nature
of mission, leadership, and change in this organization.
First, this change was found to be consistent with the original mission of the CSJs
which included the dual roles of direct service and advocating for others. This mission is
central to the identity of the Clinics and serves many purposes including creating pride in
SMHC by the CSJs, a source of positive outcomes, both at the individual level and
system level, and as a way for the larger community to become involved in the CSJ
mission. It uses the heritage and the traditions of the CSJs to create a meaningful way of
engaging with the community despite a decrease in the numbers of individual nuns in the
order.
Second, collaboration and collaborative-based leadership have become the major
methods of organizational leadership with the CSJs. However the CSJs were able to use
more direct and hierarchical methods of leadership when the situation demanded it.
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Individual leaders in the organization have different styles which have been successes,
and transition between leaders has been effective and allowed SMHC to strengthen its
position in the community.
Thirdly, balancing resources and being creative in meeting healthcare needs has
been a constant challenge for the CSJs and SMHC. Collaboration has been useful here as
the Clinics have been able to draw multiple resources from the community to meet the
needs of the clients they serve. The realization that this is a never ending battle engages
much of the effort and thinking of the day-to-day life of the organization.
The unique history, vision, and position in the Twin Cities community have made
this switch a successful one and a model to be considered as the nation looks to
participate in health care reform. While there are some unique circumstances that have
allowed the CSJs to develop the SMHC organization, their success begs for its
application to other parts of the country for healthcare and the role of Catholic nuns in
America. This experience can be used as a starting point in the discussion to determine
how healthcare might change and how Catholic nuns can continue to make a
contribution.
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Chapter One

Background and Significance for the Study
Reflexive Statement
As a healthcare educator and occupational therapist, I have seen a continuous and
changing demand for more effective but less costly services to provide the best healthcare
to Americans. This has meant that I am searching and advocating for ways to show
others what occupational therapy is and how it can help individuals of all ages. It has
also resulted in teaching my students to listen to their patients to hear about the kinds of
services that will make the patients‘ lives better and more meaningful. This has also been
a concern of the Sisters of Saint Joseph of Carondolet (CSJs) who founded and support
the institution where I teach.
The CSJs came to America in the middle of the 19th century with the mission of
serving their ―dear neighbors‖ through education, healthcare, and social justice. To these
ends they have built institutions throughout the country that address the physical, mental,
and spiritual health of the people they intended to serve. Institutions in Minnesota
include the College of Saint Catherine (now Saint Catherine University) where I teach as
well as hospitals such as St. Mary‘s Hospital (now Fairview Riverside Hospital) in
Minneapolis and St. Joseph‘s Hospital in Saint Paul. They have also been active in
advocating for others in social justice issues, and have done so in public and overt ways.
One of the characteristics of the CSJs that I have always admired is the ability of
the sisters to look at the needs of the community around them and to do what is needed to
meet these needs. This has often resulted in creative and unique solutions to issues and
has meant that the CSJ community has reshaped itself over and over again to meet the
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needs they feel that they can address. It has also been done with an ability to maintain
and keep the overall focus of helping people (neighbors) in the community.
I have seen many examples of this ability to change direction while keeping the
same mission, both within the CSJs and at Saint Catherine University. This includes the
main subject of this study, the change in the healthcare mission of the CSJs. This change
included the move from a traditional brick and mortar structure (St. Mary‘s Hospital) to
community-based service (St. Mary‘s Health Clinics). Saint Catherine University
examples include the founding of my own department (occupational therapy), the merger
of the College of St. Catherine and St. Mary‘s Junior College, and the decision to become
a university. These changes have all seemed to occur with a minimum of angst and
conflict and serve to further expand and support the mission of the organization.
I have also had an ongoing love and fascination with history and the study of the
past can help one understand the present. I feel that it is important to know where you
come from and the forces that help individuals and organizations create and maintain
themselves. Events and decisions that may not make sense at a causal glance will
become clearer if one understands the background and path that led groups to the current
point. This can be especially true when the organization pays attention to that past, as
have the CSJs. A quote by Gerda Learner (1998) in her book, Why History Matters puts
this process into words much more eloquently than I could.
We live our lives; we tell our stories. The dead continue to live by way of
the resurrection we give them in telling their stories. The past becomes
part of our present and thereby part of our future. We act individually and
collectively in a process over time which builds the human enterprise and
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tries to give it meaning. Being human means thinking and feeling; it
means reflecting on the past and visioning into the future. We experience;
we give voice to that experience; others reflect on it and give it new form.
That new form, in its turn, influences and shapes the way next generations
experience their lives.
That is why history matters. (p. 211)
Problem Statement
Catholic nuns have served to fill humanitarian and socially necessary roles in
American history. Most typically these roles have related to social service needs such as
education and healthcare, and have often dealt with people ―on the edges‖ including
minorities and others who may be marginalized in American society (Fialka, 2003).
Often this work was acknowledged and lauded as useful by mainstream American society
but also put off to the side out of the spotlight. This traditional role of Catholic nuns has
become a source of concern for the greater social needs of Americans as the role of the
Catholic Church, the decline in the total number of Catholic nuns in this country has
declined, and the age of Catholic nuns in this country has dramatically increased. From a
high of over 200,000 women religious in the early 1960‘s the number of Catholic nuns
has dropped to 59,000 in 2011 (Leadership Council of Women Religious, 2011). The
average age of Catholic nuns has also risen to 69 years of age (Carey, 1997). This aging
and decreasing of members of Catholic nuns has created crisis for individual orders and
the ministries in which they have traditionally participated.
This project looks at the process of change in the ministry of healthcare services,
a major part of the CSJ mission to the Twin Cities community. The CSJs started as a
major force in the development of healthcare services to Minneapolis and Saint Paul,
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developing training for healthcare providers and building brick and mortar structures
such as St. Mary‘s and St. Joseph‘s hospitals to improve and attend to the health of the
Twin Cities
In the early 1990s the Order came to a crossroads with its mission of healthcare.
The number of members in the Order was shrinking, reducing the workforce to meet the
mission. The cost to provide healthcare services was going up rapidly. How could the
CSJs meet these challenges while still maintaining their healthcare mission? A decision
was made to move from supporting traditional hospital based care and move to
community and a more social service approach to care. This resulted in several
initiatives, one of which was the neighborhood clinics of St. Mary‘s Health Clinics.
What was seen as a short term need that would be replaced as universal healthcare for
Americans became a reality changed into an expanding and ongoing system of healthcare
services to the uninsured and poor.
The purpose of this study is to identify and analyze the events and forces that
shaped the decision to create the St. Mary‘s Health Clinics and how this has grown and
developed over the nineteen years since its inception. This includes the organizational
forces and beliefs that shaped this process as well as the greater healthcare environment
that has made this service a valued and growing one in the Twin Cities today. The
research questions I addressed in this project include;
What heritage and traditions of the CSJs helped encourage the
development and ongoing operation of the Clinics?
How did the creation and development of the Clinics support and
reinvigorate the mission of the CSJs?
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How did leadership practices used by the CSJs allow the creation of the
Clinics and support its ongoing operation?
What events and personalities have developed in the history of the Clinics
to bring them to where they are today?
I have followed my interest in history to use the methods of historical research
and oral history for this study. These methods have several advantages for the material
and the CSJ organization itself. The Sisters of Saint Joseph pay attention to their history
and have already written several books and documents over the years about their work.
This is a new chapter in their mission that has not been reported on in this manner. The
background for this work also benefits from the extensive archival holdings the Sisters
keep about their doings and the history of the change in mission. Almost all the key
participants are still alive and able to participate in oral history interviews. These
interviews will take advantage of the rich memories and associations the participants had
about this event, resulting in greater detail than almost any other archival source could
bring. This work is also an interest to the greater CSJ community and there will be
interest in looking at the finished results.
Problem Significance
This change in healthcare mission is significant for several reasons. It is an
example of an organization reinventing itself in a new and imaginative way to meet its
mission and fill a need for those that the organization serves. As mentioned previously
the CSJs seem to have a knack or talent for making these changes to keep themselves in
the forefront of the Twin Cities community and maintain a dynamic and positive force for
social change and justice. How do they do this while keeping a stable and positive image
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of themselves and their work, at least to the outside world? How do they keep remaking
themselves within the mission and charism of the order? In the case of the divestiture of
the hospital system and the move to community health initiatives like Saint Mary‘s
Clinics the CSJs created financial benefits for the order while providing services that can
create positive reform to the American healthcare system. Learning more about these
processes and skills may provide valuable lessons for other organizations as they go
through change. It also informs others on creative healthcare services which can address
the healthcare challenge the country is now facing.
This process is also significant from the standpoint of looking at the nature and
numbers of Catholic nuns in America. Nuns have founded many of the social service
agencies and organizations in the country today. However the numbers of nuns are
declining as the current Sisters age and fewer new members come into their ranks. This
is creating a crisis of service and the types of things Americans expect nuns to be doing
may change drastically or disappear in the coming decades as the numbers of nuns further
declines. The effort of the CSJs to remake themselves and their healthcare mission may
be seen as a creative and ongoing response to these demographic challenges.
Definitions of Terms related to the Study
Charism is a term that will be used in this study which relates to the idea of a
mission or calling. The online Merriam-Webster dictionary (2011) defines charism as
―an extraordinary power (as of healing) given a Christian by the Holy Spirit for the good
of the church.‖ The Catholic Encyclopedia (2011) goes further to say that charisms are
―spiritual graces and qualifications granted to every Christian to perform his task in the
Church.‖ In this study these gifts or graces refer to the gifts assigned to the Sisters of
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Saint Joseph St. Paul Province. It is reflected in the mission statements identified in the
study.
The term mission as used in this study is in part an extension of charism and is a
practical application of these gifts and graces to the practical work of an organization.
Borkowski (2009) indicates that a mission has four purposes: defining the organization,
providing more specific direction to what the organization wants to become (vision),
serving as a means to allocate resources, and to help an organization differentiate itself
from others in the same industry. A mission-driven organization places special emphasis
and focus on its mission to determine ongoing and daily decisions that affect the
organization‘s actions.
The term order will also be used throughout this study. The CSJs are a religious
order, that is, a group of people united under a religious rule (Order, 2011). This involves
taking of solemn vows. Religious orders may live in a monastery or convent away from
the outside world or live out in the community. Religious orders of nuns have
constitutions or operating principles which guide the group‘s doings. Orders may have
different emphases or missions based on their founding history and are formal
organizations.
In addition some of the literature used for this study includes the concept of a
―social change organization.‖ This brings in the concept of working towards greater
change in the society as a whole beyond the organization itself. The Non-profit
Enterprise and Self-sustainability Team (NESsT) identifies a social change organization
as ―one that addresses systemic, root causes of social and economic inequalities and thus
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Chapter Two
Relevant Literature

Catholic Nuns and Healthcare
Early History. It is hard to trace the history of the United States without
acknowledging the deep and ongoing support of the efforts of Catholic sisters. Although
they were largely ignored by many mainstream American histories, the orders of sisters
were an institution unto themselves creating an ongoing continuity and reassurance for
many Americans. Fialka (2003), notes that almost 400 orders of religious women have
emerged in the United States, peaking in the late 1950s and into the 1960s.
Catholic sisters were present in the United States since the late 17th century,
although initially in small numbers. Orphanages, schools, and hospitals were present in
Europe and well-known ministries for those nuns. They served the public in similar
kinds of settings in America. Initial congregations of sisters were centered along the
Atlantic seaboard and moved westward with the expanding country. The American
experience with its fast-moving frontier offered women a way to take another role outside
of the traditional place at home.
Becoming a Catholic sister offered the curious a way out of the stifling,
small community and a ticket to see the larger country, especially frontiers
and other places where few women, aside from prostitutes, dared go alone.
The nun‘s habit – then not too dissimilar from what ladies wore on the
street in the early 19th century – was seen as a kind of badge, a license to
do good works, and it was usually respected and welcomed. Ambitious
women who had the skills and the stamina to build and run large
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institutions found the convent to be the first and, for a long time, the only
outlet for their talents. (Fialka. 2003, p.2)
Stepsis and Liptak (1989) identify three main phases in the history of Catholic
nuns in healthcare in America. These phases include the opening phase of responding to
localized social needs by groups of nuns; a second phase of expansion of services
including institutional development and hospital building; and the most recent phase of
consolidation and crisis in mission.
Initially this work served as a response to a social need for care and charity for
local populations including the poor, sick and minorities. This continued on as sisters
moved into the west, working with Native American and slave populations. Nuns also
provided healthcare to the sick and injured in America‘s wars, especially from the
Revolutionary War to the Spanish-American War when a formal military corps of nurses
was formed by the United States Army. Twenty percent of the nurses on both sides in the
American Civil War were nuns, serving the medical needs of a multitude of solders
(Fialka, 2003).
These services were provided by sisterhoods founded and developed throughout
America. There were originally six Catholic religious congregations founded in
America. The oldest, the Sisters of Charity of Saint Joseph, was founded in 1809 (Stepsis
and Liptak, 1989). This congregation started working in hospitals in Baltimore,
Maryland. In 1832 they opened St. Louis Mullanphy (now De Paul) Hospital in Saint
Louis, Missouri. This was the first Catholic hospital in the United States. Other
congregations started in Springfield, Kentucky, New Orleans, Columbus, Ohio, and
Pittsburgh.
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Soon the need became too great for the small group of American sisters to meet.
This was exacerbated by the large influx of Catholic immigrants which started in the
middle of the 19th century. Other orders of European nuns were invited across the
Atlantic by bishops looking for helping hands. Nuns from France, Ireland, and Germany
were the most common origins of these European based communities. This period
ushered in the second phase of Catholic nuns in healthcare, a period of institutional
development and hospital building. The Sisters of Saint Joseph of Carondelet came to
America during this period in history. Stepsis and Liptak (1989) note a third period of
Catholic nuns and healthcare in America, a period of consolidation and crisis in mission.
This is addressed later on in this literature review.
This period of institutionalization resulted in the growth of a great many hospitals
and schools to meet the needs of the large new waves of immigrants, many of whom
were Catholic. This growth was, in part a response of the Catholic community to
instances of discrimination and hate-based behaviors by the Protestant American
majority. The development of these institutions provided needed services and familiar
community to many of the immigrants (Fialka, 2003).
However the greater community recognized the other talents and skills the nuns
had which made them a resource in providing healthcare to others. Wall (2005) noted
that the sisters‘ successes in organizing and carrying out large scale healthcare services
gained the trust of the fledgling American medical system. She particularly focused in on
the history and development of Catholic hospitals and the Midwest, Texas, and Utah,
some of which were run by the Sisters of Saint Joseph of Carondelet (CSJs). The
historical traditions of caring for others in Europe and America, and the limited financial
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resources which forced the nuns to work in the hospitals themselves, helped establish
nuns as medical entrepreneurs in the creation and management of non-profit hospitals.
This lack of funds also encouraged nuns to form business relationships with
individuals and other businesses in the community to help ensure the financial success of
their hospitals. The religious background and emphasis on spiritual aims allowed the
nuns to have a differentiated gender role that allowed them to distance themselves from
traditional American female roles and restraints, creating a different type of atmosphere
in their hospitals (Wall, 2005). This atmosphere was reflected in the physical details such
as architectural design, spiritual ceremonies, and the sisters‘ personas and personal
attendance as healthcare workers.
Despite this uniqueness and advantage offered by Catholic hospitals, there
loomed other challenges, most notably the competition offered in many markets by
secular hospitals, and the initial push towards modernization. This hospital reform
movement occurred in the early part of the 20th century. This push affected all hospitals,
but especially challenged Catholic hospitals to upgrade facilities and staff. This resulted
in the creation of many hospital schools for nurses, bringing lay students into Catholic
hospitals as direct caregivers (McCauley, 2005). The sisters were very careful to retain
control over nursing staff and educational programs. While the Great Depression created
hardships for all healthcare, the Catholic hospital system and its sisters survived and
increased in size with the advent of World War II and rehab medicine. By 1965 there
were 803 Catholic hospitals in the United States (Stepsis & Liptak, 1985).
The Sisters of Saint Joseph and Healthcare. The Sisters of Saint Joseph of
Carondelet were one of the first European based communities to expand to America in
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the early 19th century. They are currently the largest order of Catholic nuns in the United
States including 5900 members in 16 congregations across the country (CSJ Federation,
2011). Each congregation can trace their roots back to LePuy, France, in 1650. The
Order started with six sisters under the guidance of Father Medaille. He encouraged
them to go out to the people of LePuy to be of service to the average person, where there
was much suffering from disease, poverty, and corruption.
This approach was unusual for the time as the church only gave approval to
cloistered communities of women religious. The new sisters did not wear a habit and
learned other trades such as lacemaking, to give them a source of income. The approach
of the Sisters of St. Joseph was to be outward looking and community centered, to
―achieve unity of neighbor with neighbor and of neighbor with God.‖ (Sisters of Saint
Joseph, 2001, p. 7). This ideal was the basis of the founding belief or charism of the
Sisters, to serve the ‗Dear Neighbor‖.
The Sisters survived persecution, imprisonment, and even guillotining during the
French Revolution (Sisters of Saint Joseph, 2001). Led by Mother St. John Fontbonne
they rebuilt the order, and in 1836 expanded to the North American continent where they
started missionary work in New Orleans. Six of these sisters moved north up the
Mississippi to Carondelet, a village near Saint Louis, where they started a school for deaf
children. In 1851 they were invited to the Minnesota territory by Bishop Joseph Cretin to
educate Indian and White children.
The educational mission of the Sisters expanded into healthcare with a cholera
epidemic in 1853. A makeshift hospital was started that eventually became St. Joseph‘s
Hospital in Saint Paul. In 1887 the Minneapolis side of the river was covered with the
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opening of St. Mary‘s hospital. Together these institutions firmly established a role for
the CSJs in traditional brick and mortar healthcare services.
The Saint Paul province was particularly aided by the efforts of Archbishop John
Ireland, and his family, which included sisters Ellen (Sister Seraphine) and Eliza (Sister
St. John). Seraphine and St. John became part of the first CSJs in St. Paul with Sister
Seraphine serving as provincial superior from 1882 to 1921. Under their leadership many
social service projects and the College of Saint Catherine were started, firmly
establishing the influence of the CSJs in healthcare and education in the Twin Cities.
The mission to help the ―dear neighbor‖ as expressed in social justice concerns
encouraged the CSJs to start new and unique hospital-based services for Minnesota.
Among these included pastoral care services, family-centered maternity care, and animal
research. The first open-heart surgery in Minnesota was done at St. Joseph‘s hospital and
the first chemical dependency program started in St. Mary‘s, becoming known as the
Minnesota Model (Sisters of Saint Joseph, 2001).
Crisis in Mission. As mentioned earlier, Stepsis & Liptak (1989) described a
third period in the history of Catholic nuns in American healthcare, that of consolidation
and crisis in mission. The roots of this can be seen in McCauley‘s work (2005) with the
emphasis on healthcare reform. Forces were pushing the sisters to be more progressive,
technical, and competitive with non-Catholic hospitals as medicine became more
scientific. Kelly (in Stepsis and Liptek, 1989) also identifies other forces in this
healthcare revolution. These include the overall increase in American‘s standard of
living, an increase in the numbers of poor and elderly in American society, and a
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pluralism of moralities (such as in the right to life debate) and religions. This has blurred
the role and purpose of the healthcare ministries of the Catholic orders of sisters.
By 1985 Kelly points out that there were several varying models of organizations
of Catholic healthcare facilities. The traditional model of institutions owned and
sponsored by religious communities, who also controlled the philosophy, assets, and
mission of the institution, had been joined by multi-institutional systems. These multiinstitutional systems had three variants: a corporate model in which each institution was
separately incorporated and led by a management organization separate from the
sponsoring group; a consultation or shared model where professional staff serve as
managers for shared services for healthcare institutions reporting to a CEO who reports to
the sponsoring religious community; and a multiunit holding company model where
provinces and sponsoring communities joined systems with a holding company providing
management while still responsible to the sponsoring communities. The movement away
from the traditional model of single institution religiously affiliated healthcare
organizations has increased as more and more orders have found the costs and resources
needed to maintain these institutions becoming more prohibitive (Fialka, 2003; Rodgers,
1996). These difficulties are exacerbated because many communities are working with
lay communities which are poor and marginalized. While the current healthcare reform
discussion provides possible avenues of hope and new directions, it also creates
uncertainty and challenge to the healthcare mission of the sisters.
The changing nature of being a sister and the effect of Vatican II. No
discussion of the role and history of Catholic sisters would be complete without the
inclusion of the Second Vatican Council (often referred to as Vatican II) and its massive
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influence on the nature and purpose of women religious. Although it only took three
years to complete (1962-1965), the results of the Council affected all facets of religious
life for Catholic nuns right up to this day. The primary effect was to ask communities of
women religious to review and renew their basic mission towards a more present-day
sensibility (Fialka, 2003; Nygren & Ukeritis, 1993). This resulted in a shift by many
communities towards social justice and social change issues and away from the
traditional services of education and healthcare. Sisters became more involved with
issues affecting the political and social well-being of America, such as the Vietnam War,
civil rights, and environmental concerns (Ebaugh, 1993; Rogers, 1996).
However, while the orders were reexamining their mission and purpose in society
and exploring new opportunities to realize this mission, a disturbing trend was taking
place. From a high of close to 200,000 members and over 800 hospitals in the early
1960‘s the number of women religious in the United States has declined to around 59,000
in 2011 (Leadership Council of Women Religious, 2011). The number of Catholic
affiliated hospitals is now 627 (Catholic Health Association of the United States, 2011).
In addition to the overall numbers of women religious decreasing there has been a
significant drop in the numbers of new younger women joining orders. The average age
of women religious in the United States is 69, creating a crisis in membership and helping
hands to continue the work of many communities (Carey, 1997).
These dynamics have brought an overall awareness of crisis and need to change in
the Catholic communities. The net result has been to make religious life more varied
with a broadening of the definition of what it is to live a religious life and the healthcare
mission of those religious orders engaged in healthcare. It has also brought an awareness
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of the need for collaboration and engagement of the lay community into the work of
religious orders (Commission of Catholic Healthcare Ministry, 1988; Rodgers,
1996;United States Council of Bishops, 2001).
The CSJ experience and change in healthcare mission. This crisis in
healthcare and the religious life did not spare the CSJs, despite their status as one of the
largest orders of Catholic nuns. General membership of the CSJs declined nationally; in
the St. Paul Province, the focus of this study, the numbers went from 1300 members in
1965 to 289 in 2010 (a 78% decrease), with 275 of those living in the Twin Cities (Sisters
of St. Joseph, 2010a). The CSJs have always been out in the community, working in
neighborhoods for social justice issues (Sisters of St. Joseph, 2001). While it did not
change this orientation to community, Vatican II still brought issues and challenges to
how the order carried on its business.
The dimensions and issues surrounding this change is described in a study written
by Marian Louwagie (1989) on the development of a new paradigm for the sisters of St.
Joseph, St. Paul Province. Louwagie describes a shift in the making in the way the CSJs
are operating after Vatican II. She describes the pre-Vatican II paradigm as having four
major components. The first included the acceptance of regulations for religious life
found in the 1917 Code of Canon Law. This created great similarities between religious
communities at the basic, foundational level. Secondly, there was also a belief that
women religious were called by God to a special vocation, a vocation that was higher
than lay Catholic believers. The laity played the role of passive recipients to the
Church‘s grace. The third component was the acceptance of shared values which
included approved habits of community routines and sacraments which then were
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incorporated into other Catholic institutions such as the parochial school system. Lastly,
the hierarchical structure of the Catholic Church resulted in descending lines of authority
and concrete problem solving methods. At the head of these lines of authority were men,
most notably the local bishop. This paradigm was strongly supported by the CSJ
Constitution of the time, written in 1955. This document emphasized the missions of
―service to the neighbor through the instruction and Christian education of youth and the
care of the sick‖ (Louwagie, 1989, p. 42).
This paradigm broke down and changed with the decade of the 1960s and Vatican
II. This includes less reliance on obedience to authority and movement towards a
collaborative style which allowed group exploration of ideas and decisions in a more
active and independent manner. This can be seen in the movement away from the
traditional habit and sisters finding their own living situation away from the cloister and
into the outside community. This translated into looking less at how the mission of the
CSJs related to specific institutions and more towards meeting society‘s special needs.
There was a shift from ―ministering to‖ others towards ―standing with‖ or ―connecting
with‖ others, especially the poor. The philosophical values behind these changes are
reflected in the 2007 Acts of Chapter (Sisters of Saint Joseph, 2010a).
We work for right relationships with and among the Dear Neighbor. We
choose to act for justice and to walk with suffering people, especially in
times of conflict. As a Congregation we will use the power of our
collective voice for systemic change. We will join with other groups in
addressing issues, especially those which demean or deny human dignity
and those which force the economically poor and marginalized to bear the
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burden of unjust economic systems. We will view the implications of all
issues from local, national, and global perspectives.
Healthcare missions were not excluded from these changes and debates. In
response to some of the forces affecting catholic healthcare in the early 1980s, the
national congregation of the Sisters of Saint Joseph of Carondelet in 1981 formed a loose
national association of hospitals run by the Order. This was then developed as a fully
integrated healthcare system, Carondelet Health System, in 1986 (Sisters of Saint Joseph,
2001). Initially the St. Paul Province and St. Mary‘s and St. Joseph hospitals were in this
system, but went their own way once the Carondelet Health System was formed. This
was a controversial decision in the St. Paul CSJ community, and there will be more
discussion about this process as part of the findings of this project. In 1985 the two CSJ
Twin Cities hospitals, St. Joseph and St. Mary‘s, were consolidated and a new entity was
formed, Carondelet Community Hospitals with Carondelet LifeCare Corporation as the
parent organization. In 1987 St. Joseph hospital was incorporated into the HealthEast
system, a local Twin Cities nonprofit healthcare system. In 1989 St. Mary‘s Hospital and
Fairview Riverside Hospital, which was right next door, entered into a fifty-fifty joint
venture. This helped but still resulted in financial stress to St. Mary‘s as the hospital
struggled to bring facilities up to the ―state of the art‖ status the CSJs wanted. So in 1991
the CSJs sold St. Mary‘s hospital to the Fairview Hospital System, another Twin Cities
nonprofit healthcare system, and started Saint Mary‘s Health Clinics (SMHC), housed in
Carondelet LifeCare Ministries. This was also a controversial decision, resulting in the
dissolution of the existing CSJ board, the dismissal of the CEO and creation of the new
Carondelet LifeCare Ministries organization. Mary Madonna Ashton, CSJ, St. Mary‘s
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hospital administrator from 1962 to 1981 and Minnesota State Commissioner of Health
under Governor Rudy Perpich from 1981 to 1991, was made CEO of the fledgling
Carondelet LifeCare Ministries organization. The mission of SMHC is stated as; ―…to
witness to the healing ministry of Christ by providing needed health services accessible
to the poor and medically underserved in their neighborhoods‖ (Sisters of Saint Joseph,
2009b).
Reinventing the organization
Change is often identified as the only thing people and organizations can count on
in postmodern capitalism. Those organizations that cannot change to meet quickly
moving and often unexpected social and economic conditions may not survive over the
years. The nature of change and its effects on organizations have spawned a new branch
of study in organizational leadership, that of organizational change. The move away
from brick and mortar structures like hospitals to a more socially oriented, community
mission is a significant departure from the CSJ mission in healthcare. This review will
now move onto the nature of mission driven organizations and factors that affect change
in this kind of structure.
The nature of mission driven organizations. In looking at the CSJs and Saint
Mary‘s Health Clinics in particular one must consider the role of mission and social
service organizations. While the CSJs and SMHC have similarities to any organization,
there are some significant differences. The primary one is an emphasis and honoring of
mission and vision. There are four main purposes of mission; ―defining the organization,
providing direction (making the vision more specific), serving as a basis for resource
allocation, and differentiating this organization from others competing in the same
industry‖ (Kulzick in Borkowski, 2009, p. 412). This is accomplished by defining the
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products and services offered by the organization, markets and customers the
organization serves, and the philosophy of the organization, which should be consistent
with the vision. Arbuckle (2000) further defines mission in Christian healthcare as
twofold: (1) to society as a whole to work for holistic health throughout the world, for
example by legal and political advocacy; and (2) to individuals experiencing illness of all
kinds, including physical, mental, and spiritual.
Mission driven organizations, especially in healthcare, may also be involved to
some degree in working for social change. Concepts common between the definitions of
social change and descriptions of organizations include matching goals and preferences
with a countermovement or social movement and working to implement these goals,
individual transformation and social justice issues, and self-determination and
participation of the constituents in the process (Chetkovich and Kunreuther, 2006).
Collaboration is also important with these types of organizations. The main types of
collaboration appropriate to SMHC include service partnerships, where the organization
coordinates programs with other service providers to meet client needs; and issue-area
networks, where the organization partners with other groups similar to itself to share
information, exchange technical assistance and referrals, and engage in issue-related
advocacy. These kinds of partnerships can increase more resources from inside and
outside the collaborating organizations and help the organizations realize their missions.
However, there may also be difficulties from competition between organizations,
communication, and differences in service philosophies which hinder the work of both
partners.
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Organizational change models. Bolman and Deal (2008) in their work,
Reframing Organizations, advocate for the importance of a multi-frame approach or set
of lens to view the change process. They point out that often an inability to see issues
from these multiple frames leads to a limited or simplistic approach with possible
catastrophic results. Managers and organizations need to look at multiple frames or
models to understand the institution and the problems they face. The four models they
describe include the structural model where the organization is seen as a factory or a
machine and the challenge is to match the organization to the task or technology; a
human resource model where the organization is viewed as a family and the challenge is
to align organizational and human needs; the political model where the metaphor for
organization is jungle or conflict and the challenge is to develop an agenda and power
base; and the symbolic model where the organization is seen as a temple or theater and
the challenge is to create beauty, faith, and meaning.
The value of multiple lenses was emphasized in an article canvassing several
Singapore business leaders about the long term success or failure of a business (Built to
Last, 2008). Values that were identified as critical to long term success included
awareness of and taking pride in organizational history, focus on core values while
staying flexible and responsive to the environment, staying relevant to the market or
environment, and having a customer-centric culture. Complacency, group think, and
egoism were identified as organizational characteristics to avoid.
Arbuckle (2000), talks about the change in Christian healthcare organizations
from a mechanistic culture to an organic culture. In the mechanistic culture model
organizations tend to be bound by rules and procedures and follow procedures in a

REFRAMING MISSION

23

regular, routine way with little need for creativity. He argues that with the recent
multiple movements in healthcare (i.e. illness to wellness model, biomedical to holistic
model, episodic care to integrated delivery of care, patriarchal to gender equality models,
etc,) organizations must become more organic in culture. In this type of cultural
organizational model the emphasis shifts to innovation, creativity, and evaluative
feedback to allow the organization to be able to continually respond to a changing
environment. This change, while necessary in his eyes, brings about chaos and a
questioning of mission which calls for reexamination.
Other, more technically oriented approaches look at concrete strategies in
organizational change. Dunphy and Stace (1988) have proposed a framework for change
management that could apply to organizations like the CSJs and their healthcare mission.
They talk about four strategies to help move the organization along. The strategies take
into account two continuums of action. The first is whether change occurs in a step-like,
incremental way or a more global and diffused transformational manner. The other
continuum is related to whether the change happens in a collaborative way or is forced
(coerced) by management. These continuums intersect to form four possible strategies
for change management: Participative evolution (incremental and collaborative change):
Charismatic transformation (transformational and collaborative change): Forced
evolution (incremental and coercive change): and Dictatorial transformation
(transformative and coercive change). Dunphy and Stace say all of these strategies may
be effective; depending on the strategic environment faced by the organization and the
willingness of the employees (in this case, the sisters themselves) willingness to change.
Of the four models the two most likely for this study include charismatic transformation,
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where the organization is out of fit, there is little time, and key interest groups support
radical change; and forced evolution, where the organization is generally focused but
needs fine tuning, time is available, and key interest groups oppose the proposed change.
Gender may also play a role in the character of an organization and organizational
reinvention. Organizational culture at the executive level is often based on a
stereotypically male oriented, politically driven, power approach rather than the
stereotypically feminine orientation that emphasizes affiliation, nurturance, and deference
(Furst and Reeves, 2008). The concept of ―creative destruction‖ popular in the 1990s,
and developed by Joseph Schumpeter is another means of competition, where
organizations change and compete strategically by innovation, product differentiation,
substitution of products, or changing consumer values of what they need or expect in the
market. In situations where the organization must reinvent itself through a process like
creative destruction women may rise more easily to top positions of guidance because
they are perceived to use a leadership style that promotes openness and inclusion and
facilitates change (Furst and Reeves, 2008). The SCJs and SMHC have been almost
exclusively female and reflect a style that is open and promotes inclusion. Below are two
examples from the business world that illustrate some of the dynamics that may apply to
the CSJs and the development of Saint Mary‘s Health Clinics.
Examples of reinvention and change from the business world. All kinds of
organizations have undergone reframing and recreating themselves to become more
successful in the marketplace. The ups and downs of the Fox TV network is a good
business example of this kind of change (Kimmel, 2004). Although there had been some
early attempts at creating a fourth American television network, all had failed before
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Robert Murdock‘s attempt to start the Fox television network in 1985. Despite plenty of
naysayers and internal changes, Fox was successful with recreating its approach to
programming that challenged the set ways and groupthink of the ―Big Three‖ networks.
These approaches included new initiatives in summer programming, a time where the
networks typically used reruns to fill their schedules. Other innovations included the
birth of ―reality TV‖ and sophisticated shows such as ―Ally McBeal‖ and ―The
Simpsons.‖ Today Fox is firmly in the American television scene as the fourth major
American television network, and is often still looked upon as the innovator in the nonpay TV American television market.
The ability of the Boeing Company to reinvent and transform itself through time
offers a different approach (Szymczak and Walker, 2003), through a case study method.
The core of this ability was the change from a more traditional approach where work was
done separately and in silos to one that emphasized using more global thinking and an
emphasis on learning from those who had applicable knowledge, both inside and outside
the company. The concept of taking an enterprise management culture is used to help
integrate and create avenues where one part of the organization could learn from another
part of the organization. Inherent to the success of this culture was an emphasis on
communication with others, trust of those in the organization, building on results, and
allowing time for reflection and commitment. ―In a healthy organization, projects are
created to promote growth. In a sick enterprise, projects may be initiated to stop the
bleeding of resources or promote quick fixes (that eventually fail.)‖ (Szymczak and
Walker, p.127). Several examples of Boeing projects benefited from learning from inside
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and outside the company, most notably to increase speed and ease of maintenance on
aircraft or increase performance in different operating situations.
Learning organizations and transformation. The examples above as well as
several of the models for change discussed earlier place a premium on an organization
being flexible and learning from the past to enhance its present and future. This is a key
concept of transformation and is critical for ongoing success of the organization. The
concept of learning organizations was developed by Peter Senge in his book The Fifth
Discipline (2006). In this classic of organizational change and systems thinking, Senge
advocates for better organizations through better ways of working with each other. He
advocates for getting away from the way most of us have been taught, that of
reductionism and breaking things apart into smaller pieces. Instead he looks at a more
―big picture‖ approach where people take a lifelong approach to taking lessons learned
from the organization‘s past and applying them creatively to new challenges. Critical to
this approach are three main capacities of teams; aspiration to be the best (personal
mastery, shared vision); reflective conversation (using mental models, dialogue); and
understanding complexity using systems thinking. All these capacities are necessary for
an effective learning team and learning organization (Senge, 2006).
Sagawa and Jospin (2009) take these principles and apply them to nonprofit
organizations in their book, The Charismatic Organization. They argue that many people
think that charismatic organizations come from charismatic leaders, which is actually not
the case. Charismatic leaders may draw people to an enterprise or organization because
of their storytelling abilities and ability to start a funding network. However they can
also hurt an organization by poor management skills, alienating followers and causing

REFRAMING MISSION

27

intra-organizational conflicts, discourage true questioning of organizational actions, and
by failing to provide for successors. Sagawa and Jospin instead point to qualities of the
organizations themselves which lead to success. Charismatic organizations achieve
powerful results and build communities that others want to join. They do this by building
strong social capital – defined as ―a network of relationships that yield benefits to those
who are part of the network. These benefits flow from the ―trust, norms of reciprocity,
information flow, and cooperation embedded in these relationships‖ (p. 4). They
postulate an ongoing cycle of growth that involves growing the core, active outreach,
meaningful involvement, and resources contributed. The strong core of a charismatic
organization includes a compelling mission and motivation to meet the mission, a ―cando‖ culture, data-driven decision making, purposeful innovation, and people-focused
management. Although these all appear to be important in the case of the SCJs and
SMHC, the challenge to the identity and culture of the organization through the crisis in
healthcare mission of all Catholic women religious seems at the center of the change.
Organizational Culture and Institutional Identity
Definitions of organizational culture and institutional identity. ―Culture‖ is a
widely used term that can have different meanings to different people and in different
situations. Sagawa and Jospin (2009) define organizational culture as, ―…personality or
character; the organic system of shared beliefs, values, assumptions and norms that
indirectly dictate attitudes and behavior and endure even as people leave and others take
their place‖ (p. 56). This system of character and shared beliefs can enhance or hinder
the success of an organization in the drive to fulfill its mission.
Miles and Snow in 1978 developed a model of organizational culture to look at
general characteristics, internal characteristics and behavior, and strategy sets. There
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were four types of organizations Miles and Snow identified, labeling them as defenders,
prospectors, analyzers, and reactors. Defenders are organizations with narrow
product/market domains that do not go outside their current markets to maintain their
position. They tend to be focused internally and are at risk if change is needed.
Prospector organizations are continually searching for opportunities and experimenting
with responses to emerging trends. Change tends to be product based and these
organizations can be inefficient. Analyzer organizations can operate in both stable and
changing environments. They tend to be more formal in areas that are stable and analyze
market trends and competitors in areas of change. They tend to be more middle-of-the
road and may not aggressively pursue an opportunity if the environment shifts strongly
from one side to another. Reactors realized there is change but have trouble responding
to it effectively. They tend to change from external pressures. All four of these models
emphasize the relationship between the external environment, organizational strategy,
and internal structure and processes in the ability to meet change.
The Myers-Briggs model of personality development is used by William Bridges
(2010) to look at the nature and character of organizations. Bridges takes the four
dichotomies of the Myers-Briggs system (Extroversion or Introversion; Sensing or
Intuition; Thinking or Feeling; and Judging or Perceiving) to describe the current
structure of an organization and how it may change. He also identifies types of leaders
and how these leaders can be effective depending on the character of the organization.
Organizations may also change their character over time, in relationship to the natural
aging of the organization, change in environment or services they provide, or leadership
change.
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Culture can come from traditions, symbols, stories and myths. It can be seen in
materials created by the organization for others to see, trainings of volunteers and staff
workers, events and celebrations, and the way office and clinic spaces are arranged. It
also includes underlying behaviors and attitudes of its workers. This is harder to change
than the physical aspects of culture and often takes more time to change. In a social
change organization the attitude of the volunteers and staff is especially critical
(Chetkovich and Kunreuther 2006). Individuals who work for these organizations must
go beyond lamenting about unequal treatment for individuals and link these inequalities
to economic and social systems. The work of the organization becomes ―more than a
job‖ and morphs into a calling, vocation, or lifestyle. This often occurs over time and by
degrees as an individual is socialized and made aware of the broader impacts of the
situation of the clients served by the organization. This socialization process includes an
awareness of majority entitlement, seeing dignity and potential in others, and finding
ways to take action on this awareness (Chetkovich and Kunreuther, 2006).
Organizational culture and identity in orders of women religious. Orders of
women religious reflect the above statements about organizational culture. In addition,
they have aspects that are particularly unique to the type of organizations they are. Many
orders have long histories that supply stories and create symbols about the organization.
Communities, especially cloistered communities, had aspects of culture that were
emphasized because of a relative lack of exposure to the outside world and the guiding
hand of the Catholic Church. They also have an identity which is defined as a charism.
Nyrgren and Ukeritis define a charism as ―the unique gift that a congregation offers the
Church‖ (1993, p. 8). The charism is frequently repeated and used as a basis for the
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missions and decisions an order makes. It creates an identity and guiding principle to
justify and describe the daily actions of the organization and the individuals in the
organization.
Another important aspect to the development and continuity of organizational
culture is the role of myth. Arbuckle (2000) defines myth as, ― a story or tradition that
claims to reveal in an imaginative or symbolic way a fundamental truth about the world
and human life‖ (p. 6). Cultures must contain myths to continue. He goes on to identify
six functions of myths in the creation of organizational culture. Myths speak primarily to
the hearts and feelings of people, even if they have a cognitive or intellectual component.
Myths also enshrine people‘s values or convictions they hold dear. Myths define the type
of organization needed in a culture. Myths can change over time or be supplanted by a
secondary myth. This change may or may not be deliberate or planned. Myths can also
inspire, create pride, direction, or purpose. Finally myths may be related to history but
are not the same as history. Arbuckle points out that myth is concerned with the moral
significance of events more than the actual succession of events.
Arbuckle also makes the distinction between basic myths and founding myths
(2000). Founding myths are vital to an organization if it is to survive. The founding
myths speak about firsts and first causes of things. In this case an order may have a myth
about how the order was started as well as how a particular institution run by the order
was started. This can become the reason for an organization to exist. Mergers of
organizations can be a stimulus for a recreation or shifting of myth. It can also be a cause
of grief as people in the organization bemoan the loss of the initial founding myth and its
associated change in mission.
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A study of myth, symbols and mission in a Benedictine Order of women religious
was conducted by Cristeen Custer in 2004. In particular, attention was paid to symbols
and structural changes derived from Vatican II, decreasing numbers in the order, and the
increasing age of the members that did stay. Custer discovered that these changes created
a greater need and reliance upon collaborative decision making. Leadership changed
from a single ―mother superior‖ to a leadership team Extensive use of groups managed
the work of the order and emphasis on group process (use of facilitators, taking time to
make decisions, consensus) helped meet the limitations of relying on groups. A
leadership model was discussed which used the metaphor of a wheel with the leadership
team in the center and groups forming the connections between the leadership team and
the community as a whole.
There was also inclusion of non-members to the community, including lay
associates, who committed to the values and mission of the order and went through an
initiation/ordination-like ceremony, prayer partners, and increasing non-member paid
employees. Custer emphasized the ideas of feminist interactive leadership traits, servant
leadership, and accountability through participation as the philosophical approaches to
leadership that drove the organization. These viewpoints all emphasize broad
participation, persuasion, and interaction between the members of the order as key
components of day to day life. Although this study was done on a different order than the
CSJs, many of these factors mark the recent changes to the CSJ Order (Louwagie, 1989).
Founding myths are present in the story of the CSJs and SMHC. The story of the
request to come to St. Louis and then Minneapolis is part of the myth. The founding of
the College of Saint Catherine (now Saint Catherine University), the institution of higher
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education run by the order, is part of the story. The selling of St. Mary‘s Hospital and the
founding of SMHC is a third part of the story. In particular SMHC was supposed to fill a
temporary healthcare need as the President Clinton‘s proposed health plan was expected
to bring universal health coverage to all Americans and make the Clinics obsolete. This
has needed to be revised as the anticipated arrival of universal healthcare for Americans
has not materialized. The role and leadership of the founding CEO, Sister Mary
Madonna, CSJ, was another important piece of the basis of SMHC. This literature
review hints at the different roles of leaders in creating change in the missions of an
organization. We will now turn to the role of leaders in healthcare, especially during
changing times.
Leadership in Healthcare
Leadership functions and qualities in a mission driven organization. There
are several demands put on leaders of mission driven organizations like SMHC. These
can be described as a ―three headed monster‖ for leadership; providing direction for the
organization, overseeing the operations that produce mission-relevant services, and
interacting with the environment to secure support and ensure relevance (Chetkovich and
Kunreuther, 2006). Providing direction for the organization entails keeping the vision
and mission of the organization front and center. The mission can become the mantra,
and ongoing reason for being of the organization, something that you are likely to hear
from almost everyone connected to the operation. This includes driving things forward
when obstacles arise, requiring persistence and determination. Sagawa and Jospin (2009)
describe it as ―communicating a compelling vision in a way that inspires emotional
commitment and motivates others to act‖ without become the face or identity of the
vision itself (p. 235). In other words, the leader of such an organization must motivate
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others to act and create the lifestyle change in order to meet the cause without becoming
the all-omnipresent, powerful charismatic leader.
Overseeing the daily operations is another important role of the leader in missiondriven or social change organizations. This includes what we often think of when we
think of management, financial and human resource planning and monitoring program
performance. Most successful organizations are data driven (Sagawa and Jospin, 2009).
That is, they create systems to monitor, collect, and elicit responses from clients and
community and then make decisions based on that data. Part of this process for the
leader is to pay attention to the opinions, needs, and responses of those within the
organization and include them in the process. This is critical with organizations that have
many volunteers. Ignoring the volunteers can leave individuals feeling disenfranchised
and result in withdrawal from the organization. Sagawa and Jospin call this managing in
a way that values people to build trust, teamwork, communication and respect.
The last group of leadership functions includes interacting with the environment
to secure support and ensure relevance. This is important because organizations cannot
be all things to all people, just as missions cannot be all encompassing. The organization
has to pick its niche where it can provide something of value to the greater community.
This means the leader must encourage everyone to speak for the organization in their own
communities as well as encouraging meaningful involvement by building social capital
through networking with other organizations. This involves balancing organizational
maintenance and movement building. Advocacy for the cause can also be included here
(Sagawa and Jospin, 2009; Chetkovich and Kunrether, 2006).
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These functions highlight flexibility in a changing world, and use concepts of
servant leadership, transformational leadership, and relationship-centered principles of
feminist leadership models. Leadership behaviors that reflect these leadership models
include thinking in systems, fostering participative decision-making, recognizing what
you don‘t know or what is unknowable, valuing diversity and conflict as a means of
managing chaos and developing creativity, and finding what gives the organization
meaning and purpose, namely mission and vision (Arbuckle, 2000). The task of leaders,
Arbuckle states, is ―to keep people focused on them (the guidelines) and the changing
healthcare environment‖ (p. 120).
Leadership Succession. We have seen in the previous discussion that the
literature cautions leaders to create charismatic organizations without becoming too
personally charismatic themselves. This can create organizations that do not challenge
the present leadership and do not inspire others in the organization to lead or be
innovative. This can be particularly difficult when the leader decides to move on or gets
replaced. Chetkovich and Kunreuther (2006) in their study of sixteen social change
organizations found that half of the organizations were led by people who were the
founder, co-founder, or people who transformed the organization. Three groups had
hired others from the outside. Only one of the organizations had a leader who had
developed within the organization itself.
Their study highlights the difficulty of developing leaders in organizations of this
type, and also brings up the question of how leadership changes from the founding leader
to others. Chetkovich and Kunreuther make the point that in many of these organizations
the work of the organization was also the founding leader‘s life work; to give up
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leadership roles to someone else was like deserting one own personal mission. A
secondary concern became how much the organization distanced itself from the founding
leader in the transition. Depending on the organization, the founding leader could still
have significant influence over the organization after their departure and hinder the
efforts of the new leader to make their mark. This is an ongoing and thorny problem for
many organizations as they mature.
Healthcare as a Social Construction
Medicalization of Society. In an organization dealing with human health and
illness, the idea of what constitutes an illness is an important one. This definition is
influenced by the culture and environment in which the organization exits. The term
medicalization has been used to describe the changing ideas about health and illness and
is defined by Conrad (2007) as ― a process by which nonmedical problems become
defined and treated as medical problems, usually in terms of illness and disease‖ (p. 4).
Medical language is used to define this problem, a medical framework is developed
around the problem, and ―treatment‖ is developed to try and address the problem. While
healthcare professionals can be part of this process, social movements are also
responsible for medicalization of problems, such as alcoholism. While many problems
that are medicalized are considered issues of deviance such as mental disorders, other
broader parts of life have been included in this process. Aging is an example of this
expansion. There also may be different degrees of medicalization, from problems that
are highly medicalized (childbirth) to partially medicalized (opiate addiction) to
minimally medicalized (spousal abuse). Problems may also become demedicalized as
they fade in importance or treatment approaches become inappropriate. This has been
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rare in recent years, and the tendency is for more and more problems to become
medicalized (Conrad, 2007).
The advances of technology have encouraged medicalization. Thomas (2003)
points out that usage of the formal healthcare system has shifted from the last choice
option of our great-grandparents to a first choice option of today. This has meant that
most Americans look to institutionalized healthcare for their initial treatment and
diagnosis and tend to rely on home remedies and approaches passed down individually
over the years by family and friends secondarily. Technology and medicalization have
also hastened the idea of corporate healthcare and organizations that emphasize large
networks with institutions covering many levels of care, age ranges of patients, and
support companies to provide resources for direct care. This has also led to an emphasis
on the physical signs of illness at the expense of the mental and spiritual aspects of health
(Thomas, 2003; Conrad, 2007).
Caring and the Needs of Society. Caring is most often expressed in America
through service work; we care about people and their needs so we serve them (McKnight,
1995). Need becomes a resource, much like iron ore is a raw material for a steel plant.
The amount of steel that plant can produce is limited to some extent by the iron ore that it
has available for production. In the service economy, needs are met by those who serve.
However once people start serving others they need to have needs to meet. If existing
needs are met McKnight argues that society creates new needs to keep those in service
industries like healthcare busy and meeting their missions. More disease and human
deficiencies are thus ―discovered‖ to keep those in service industries like healthcare busy.
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A return to community and community generated action can be used as a tool to
resist the medicalization of society by considering available community resources and
assets. McKnight calls this anti-diagnosis, focusing on capacity rather than need. A
community can create and change its own health by making health a political issue,
building on community cooperation and citizen action rather than professional tools and
techniques. This approach occurs at the local level in an action research type of way,
using community resources and identifying external authorities and structures that control
the limits of the community to act in the interest of its health. This work also allows the
people of the community to take control rather than relying on others. This approach
mimics the goals of social change organizations for advocacy and collaboration.
Individuals have a responsibility toward the greater society in which they live. It
applies to all areas of human interaction, the social, political, and economic. The idea of
giving back to society started in the Scottish Enlightenment and carried forward that
society is a gift we give to ourselves. This gift with its benefits such as economic growth,
governments able to deliver services, rapid social and economic mobility is accomplished
by coordinating actions with others. In return the individual must relinquish the ability to
do anything they want in any way at any time. We as individual members and groups in
society must develop a capacity to be our own moral agents and work to protect the social
fabric of society, as this is the tie that creates a caring and workable society. Society as a
whole cannot be counted on to maintain a moral society by itself (Wolfe, 1989). The
CSJs through missions like SMHC work to protect others and fill gaps that society does
not otherwise meet.
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Relevant Theories
Institutional Identity and Culture. Throughout this review I have talked about
culture, meaning, and myth as a basis for organizations and their missions. A theorist
who had much to say about these topics, especially in relationship to religion, was Emile
Durkheim. Durkheim looked at both the broad and narrow aspects of society.
Durkheim‘s focus, as Collins (1994) states, is ―on themes of emotional forces, morality,
the sacred, the religious – and declares these are the essence of everything social‖ (p.
181). When looking at a group of women religious such as the CSJs, these factors
jumped out as those at the core of their existence and quest for mission-driven service.
Durkheim‘s main points of religious organizations such as the CSJs were
discussed in his last book, The Elementary Forms of Religious Life (1912). In it he
identifies what he calls the sociology of knowledge. While people do generalize from
experience, Durkheim theorized that society and the way people are grouped also creates
knowledge. This is done primarily through social rituals. Rituals give ideas social
significance and continuity. Signs or totems are important physical signs of rituals.
Durkheim calls them sacred objects, imbued with power which creates respect from the
individual and community. Objects may not be physical, but can be symbolic. He
eventually named them ‗collective representations‘. Collective representations have
common shared emotional and intellectual meaning to those in a social group. They
provide unity and definition to the group, and usually have some historical meaning to
the group (Collins, 1994).
Institutions such as the CSJs and SMHC embody social rituals and collective
representations as institutions. Douglas (1986) identifies institutions as ―legitimized
social groupings‖. People in what she calls latent groups come together and indirectly
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form institutions with a collective conscious called a ‗thought style‘ which characterizes
and leads the institution in more overt and covert ways. Institutions have four
characteristics that trigger collective action. They confer identity to individuals; they
have a public memory that allows remembering and forgetting; they create
classifications; and they influence social decision-making processes. Each of these
characteristics helps develop commitment to the institution. Although institutions do not
have ―minds of their own‖, the building and development of institutions has created a
power in these organizations that controls and shapes individual lives, often without
conscious thought about the details and structure of this control.
Institutions organize information and provide a rationale for their creation. Often
this is based on some kind of stabilizing principle or ―natural‖ order; it is not seen as
socially constructed by those in the organization, even though it is a social process.
Individuals leave major decisions to institutions and institutions control the memory of its
members. The conventional wisdom is that institutions free us from the everyday routine
choices and allow individuals to make rational choices based on analysis of cost-benefits.
However, the contrary can actually occur. Individuals focus on the routine and mundane
and detach themselves from the process of making major decisions and rely on the
institutions they build instead (Douglas, 1986).
Leadership Theories. The most relevant leadership theories that apply to the
CSJ experience of reframing healthcare missions appear to be that of servant leadership,
transformational leadership, and feminist-centered leadership. While there are
differences between these three theories, all are similar in that they are consensus
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building and have leaders who rely on input from the other followers or members of the
organization.
Servant leadership was developed by Robert Greenleaf in the early 1970‘s.
Greenleaf‘s main argument was that leaders emerge by first becoming servants
(Greenleaf, 1977). Servant leadership is nurturing, focusing on the needs of the followers
and helping them to become more like servants themselves. Institutional power is shifted
away from control of the organization towards the community and encourages the
involvement of everyone in that community. In particular Greenleaf emphasized the role
of trust in an institution as the basis of change and organizations that serve others
effectively (Greenleaf, 1977).
Listening and empathy are important qualities for leaders to have. Greenleaf in
particular talks about the qualities of religious leaders as they serve others. He identifies
religious leadership to, ―describe actions to heal, or build immunity from, two serious
contemporary maladies: (1) widespread alienation of all sectors of the population, and (2)
the inability or unwillingness of far too many of our institutions to serve‖ (Greenleaf in
Fraker & Spears, 1996, p. 12). Greenleaf also identifies the need of the religious leader
to have a, ―sense for the unknowable and be able to foresee the unforeseeable‖ (Greenleaf
in Fraker & Spears, 1996, p. 19). To do this the leader must have a sense of history,
become a contemporary analyst as well as a prophet at all times.
Transformational leadership is another theory of leadership that came into
prominence in the 1970s and emerged from the writings of James MacGregor Burns
(Burns, 1978). Most theories of leadership look at the exchanges between leaders and
followers (transactional leadership). Transformational leadership emphasizes leaders
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engaging with followers to create a connection that raises the level of motivation and
morality in both leader and follower. Idealized influence (charisma), communication of
high expectations which inspires others, stimulation by the leaders to encourage creativity
among followers, and a supportive environment with individual consideration are all
characteristics of transformational leadership. This approach is supported in healthcare
by those who point out the need for organizations to be flexible with ongoing change and
responsive to building systems that meet community needs. (Kohles et al., l995).
Feminist leadership models tend to emphasize more democratic, participatory,
and transformational styles of leadership (Northouse, 2007). While the research about
gender related styles of leadership is somewhat mixed, it is important to note that this
study deals with an organization and membership that is almost exclusively female and
community based, even if these communities were relatively isolated from the
mainstream society. Ebaugh (1993) notes that American nuns have traditionally operated
from a position of submerged networks, meaning groups of individuals who have
personal involvement in experiencing cultural innovations but only become public on
specific issues that concern them. Their role has changed to a more direct and assertive
position of self-assertiveness to challenge the traditional patriarchy of the Catholic
church. Enomoto and Kramer (2007) note that an awareness of concerns brought on by
the feminist movement will direct the leader towards raising issues of discrimination and
multiple roles that can come from a women‘s perspective about issues and society.
Social Construction of Society. Berger and Luckmann (1966) looked at the
sociology of knowledge to develop a theory of how reality is conceived and built in any
society. What we think of as knowledge comes to us from many different and subtle
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ways. Everyday life is an ordered reality and becomes taken for granted as the ‗natural‘
order of things. This is reinforced by habituation and routine in daily life, and its sharing
with others makes it seem more real. Institutionalization helps free us from certain levels
of thinking as well, and institutions have a logic that is conferred on them by people‘s
reflective consciousness and how they are treated.
There are four levels of legitimization that help set institutions in our society and
integrate meanings about multiple institutions (Berger and Luckmann, 1966). The
highest level of legitimization is what they call ‗symbolic universes‘, which include
multiple social meanings and a rich history to verify their existence. The CSJs and their
healthcare mission are an example of this level of legitimization. The changes in the
environment of Catholic women religious discussed previously can create a crisis of
legitimacy that can threaten the existence of institutions such as this. Different types of
knowledge and beliefs about the institution must be developed to either change the nature
of the institution or maintain its identity within society. The change in the CSJs
healthcare mission may be one example of a crisis in legitimacy.
Rationalization and Bureaucracy. Durkheim‘s theory of myth and symbol can
be seen in Berger‘s and Luckmann‘s work on social construction. Another source that
Berger and Luckmann drew from is the ideas of Max Weber and his ideas on
bureaucracy, legitimizing authority, and rationalization. Weber looked at the
development of industrialization and capitalism in the Western world and identified
bureaucracy with its centralized control and emphasis on efficiency as critical to its
success (Collins, 1994; Kivisto, 2004). The capitalist system had three ways of creating
legitimate authority; through charismatic leaders who encouraged personal devotion;
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tradition with honored patterns of institutions and relationships; and legal authority,
which used rules, formal procedures, specialized work and quantification (bureaucracy).
Legitimizing authority depends on a means-to-the-ends determination Weber
named rationalization. If an individual is rational they are operating optimally in their
pursuit of goals. Weber identified four types of rationalization; practical rationalization,
where individual pragmatic and egoistic needs are the primary determinant; theoretical,
which goes beyond straight action to involve more complex thoughts; substansive which
uses a system of values that Weber states may not always be beneficial to the particular
individual; and formal where there is a means-to-end determination based on universally
applied rules, laws, regulations, or technical knowledge. (Kivisto, 2004).
This process of bureaucratization and rationalization can be seen in the previous
discussion on medicalization. It can also be applied to organizations as well as
individuals. The CSJs have a challenge in their mission to deal with the underprivileged
and poor, who while needy, are not supported well in the existing American healthcare
system. In one sense the move from St. Mary‘s Hospital with its formal support and
functions in the traditional healthcare system to work with people and environments with
limited and uncertain funding may not have seemed rational for the CSJ organization and
its mission. However as Weber himself pointed out, the capitalist system is
multidimensional. Rationalization may not have been the primary force in the change in
healthcare mission of the CSJs.
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Chapter Three
Methodology

This study uses two major qualitative approaches to gather data about the Saint
Mary‘s Health Clinics (SMHC), historical research and oral history. These approaches
are related and complementary. Oral history in particular has become a more popular and
richer method as advances in technology enable the researcher to record and display the
results of interviews for others to experience. I will describe these two methods and how
they relate to the design of the study and research concerns of data analysis, validity, and
generalization of study results.
Historical Research
Historical research can be defined as ―the process of systematically examining
past events to give an account; may involve interpretation to recapture the nuances,
personalities, and ideas that influenced these events; to communicate an understanding of
past events‖ (Brundage, 2002, p. 3). The researcher looks for sources of information
about these events to create a timeline of what went on as well as the time in which the
events took place to create a context for the events that may help with interpreting what
went on and why these events might have happened. Lewenson (2008) identified a six
―step‖ process in historical research including;
Identify area of interest
Raise questions
Formulate title
Review literature
Interpret data
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Write the narrative
Although she loosely refers to these activities as steps, Lewenson points out that
these activities can happen in any order. It is often in the nature of historical research that
looking at one question gives rise to other related questions that the researcher had not
contemplated.
There were several good reasons to use the historical research tradition for this
project. The subject of this study revolves around a particular historical event, the
divestiture of the Sisters of Saint Joseph of Carondelet of St. Paul (CSJs) of their hospital
based system of healthcare towards a more social activist, community model of care. To
understand this change one must look backward into the changes that happened to the
specific order as well as the lives of American women religious in the history of the
Catholic Church leading up to this time. This study is significant for both the issue of
social justice in healthcare for Catholic religious orders as well as understanding the
current status of the specific order in Saint Paul. An understanding of the American
healthcare system in the early 1990s when the change occurred will be important
background work for this study. It is also a methodology that fit well into the possible
sources of data as the CSJs have extensive archives detailing the history of the order and
this particular change. This gave me access to primary sources that gave the study more
detailed and fuller understanding of what was happening in the Order at that time.
Oral History
Oral history techniques and methodologies have developed out of the traditions of
oral storytelling and the oral passing on of cultures and events across generations. Perks
and Thomson (1998) define oral history as ―the interviewing of eye-witness participants
in the events of the past for the purposes of historical reconstruction‖ (p. ix). Interviews

REFRAMING MISSION

46

are usually recorded, either with audio taping and/or videotaping, and preserved in an
archives which allows others access to the interviews. Oral history has been viewed as a
way to get at history from ―the bottom up‖, looking at experiences and memories of
everyday people (Portelli in Perks and Thomson, 2006; Thompson, 2000). This approach
also lets the historian get memories, recollections, and opinions of others that may not be
documented anywhere else in the historical record. Oral history and the feminist tradition
have also joined forces to give researchers a way to look at gender as a means of analysis,
the idea of women‘s work, and social advocacy for those who might not otherwise be
heard (Boschma et. al, in Lewenson and Herrmann, 2008). Oral history as a
methodology is relatively new, having gained momentum and specific identification as a
technique in the literature shortly after the ending of World War II.
There have been four paradigm shifts identified in oral history theory and practice
(Perks and Thomson, 1998). These include the post-World War II emphasis on memory
as a source of history of the common people; the development in the late 1970‘s of ‗postpositivist‘ approaches to memory and subjectivity; a debate and change in the view of the
oral historian as interviewer and analyst in the 1980s; and the digital revolution of the
1990s and 2000s which has changed the way oral historians collect information. With
these shifts the field addressed concerns about memory, accuracy, and the ability to
generalize from oral history sources. It also addressed the role of the interviewer in the
process and provided a basis of discussion of how interviewer-interviewee interacts, not
just co-exist.
Four different genres of oral history research have been identified in the literature
(Larson in Charlton, Meyers, and Sharpless 2007). These include subject-oriented oral
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histories, life history, community history, and family history. Subject-oriented oral
histories are the most common, and are used when researchers want to answer particular
questions about an event or experience. Examples of this kind of oral history include
studies done about people‘s experiences during the terrorist attacks on the World Trade
Center on September 11, 2001 or the collapse of the Interstate 35W bridge in
Minneapolis on August 1, 2007. Life histories are done about individuals who are
extraordinary or whose life illustrates the history and experiences of other like people.
They may be biographical, or autobiographical, or have projects where others discuss the
subject of the life history. Community histories study groups of people bounded by
geography, race, gender, age, class, occupation, or avocation. This type of project
emphasizes the importance of connecting and gaining the trust of the community to elicit
the key aspects of that history. Family histories are often not published in the traditional
academic sense, but may have significant impacts on others. Alex Haley‘s Roots book
and television series is an example of this type of history that is an exception.
Oral history methodology was very appropriate for this project for several
reasons. The project had aspects of both a subject-oriented oral history and a community
oral history. The event was recent enough that there are people who are still living that
had major roles in the change. These include both CSJ members and lay persons, people
who were involved with St. Mary‘s Hospital as well as the current St. Mary‘s Clinics.
The CSJ community itself is a vital and dynamic group undergoing stresses and
challenges as evident from reading the previous literature review. Oral history is also a
great technique to use because the CSJs have archives that will accept and maintain the
oral history record of those interviewed for the project. It was an expressed desire of the
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Clinic staff and founders to have a history of the organization, which increased the
chance of subjects participating in the project. The CSJs also had audio-visual staff that
will help determine the types of materials that would be most useful to the sharing of this
record with others in the future.
There were several oral history exemplars that were useful for this study. Two of
these are works by Tonkin (1992) and Zalamas (1995). Tonkin addressed the issue of
memory and social meaning in oral history with her work on the oral story tradition of
Africa. Telling a story is intensely intertwined with the production of meaning,
especially when that story is about one‘s own experiences. She advocates tapping into
the interviewee‘s expertise and way of looking at the world rather than having an
interview conform to the orientation of the interviewer. Memory is interpreted through
the experience and contexts of the speaker, to become a social construction as much as a
repetition of events or facts. The job of the oral historian is, ―to discern the stability in
the flux of performances, and, stripping away the effects of language and transmission
conditions, find the ‗stable texts, pertinent messages‖ (Tonkin, 1992, p 87).
Zalamas‘ (1995) completed an oral history study of 24 different critical care
nurses in different roles practicing in different parts of the United States. She used the
oral history approach because of two identified biases she had found in existing nursing
research. One of these biases was the emphasis on the history of medicine rather than the
history of nursing, which minimalized the uniqueness of the nursing role. The second
was the lack of the individual story framed in the context of a female worker. Connected
to this was a lack of history of the ―hands-on‖ clinical practice of nurses. Her study was
meant to help balance the record for the subject of critical care nursing.
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The text includes background on the development of critical care units in
America, interview segments, and an appendix on how the study itself was set up.
Zalamas identifies several themes from her work. They are that: critical care nurses are
personally committed and passionate about their work; ethical issues around death and
dying are stressful for these nurses; there is ambivalence and conflict from nurses about
the nursing/medicine relationship and the nursing/hospital as an organization
relationship; and the views the critical care nurses took reflect their values at any given
point in time.
The outcomes of oral history research can take several forms or formats (Brown,
1988). At the foundation of this work is the interview with its accompanying transcript.
Written oral histories can take the form of a simple printing of each transcript, with an
introduction to setting and the inclusion of each question asked by the interviewer. For
life histories the outcome may be in the structure of a biographical type work. In
community histories or oral history projects with multiple subjects the finished product
may be written with chapters emphasizing themes or related topics to the study.
Data Collection Methods
Study Sample. Subjects were selected from individuals who have past or
ongoing roles in the Saint Mary‘s Health Clinics and could address the research questions
identified at the beginning of this study. Potential subjects were identified through the
use of historical research with available archives and other historical sources, suggestions
from current staff and volunteers at SMHC, and suggestions from those subjects who
were interviewed. Table 3.1 identifies the individuals interviewed for this project. A
total of 14 people were interviewed for this study. Nine interviews were done with
individual subjects. The nursing supervisors were interviewed as a focus group of four.
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Patricia Hein was interviewed with Diane Peters for one session. Mary Madonna Ashton,
Mary Heinen, and Diane Peters were interviewed twice.
Participant Recruitment. Initial contact with potential interviewees was done
through a recruitment letter (see Appendix A). The contact was made through the Saint
Mary‘s Health Clinics office, which handled the mailing of information. There was a list
of the possible interview questions included with the letter (see Appendix B) to give the
interviewee an idea of the items to be discussed. Interviewees were instructed to call the
researcher if they were interested in participating. The researcher reviewed the purpose
of the project and the process of interviewing with the potential interviewee on the phone
using an Introductory Script (Appendix C), and if there was still interest in participating a
time and location was determined for the interview. All but two of the interviews were
held in a private room at the Carondelet Center. One interview was held at a meeting
room in a local public library and Chris Johnson, who had a major role in the SMHC and
Park Nicollet partnership, was interviewed in his office at the Park Nicollet Foundation.
A matrix method was used to develop an oral history project that covered the
groups and topics included in the study (Larson in Charlton, Meyers, and Sharpless,
2007). The matrix consists of a grid with the vertical axis containing the topics to be
covered and a horizontal axis including the possible groups related to these topics. All
possible groups of people are considered and their ability to contribute data to answer the
research questions is weighed. Each group is then rated to indicate how well they can
answer the question by using a one, two, or three rating with one being a primary source
and three being a supporting or tertiary source. The researcher then invites subjects that
fit in the primary source category for each of the research questions.
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Within these groups individuals were identified who were representative and
important figures in the history of the organization. Considerations such as availability to
interview, good health (including memory and cognition), mention in the existing
historical/archival record, and direct knowledge of the events in the study were
considered. Individual names were then put in the matrix to allow the researcher to see
possibilities for interviews. Individuals are then contacted using the recruiting process
described earlier to see if they are interested in the project. See Table 3.2 for the matrix
used in this project.
Sources of Data Other Than Interviews. Data collection was done using
several types of sources after getting a letter of cooperation from Saint Mary‘s Health
Clinics for the study (see Appendix D). The CSJ and SMHC archives were a great
source of printed and official documents for this project. Archival materials include
newspaper clippings, board minutes, annual reports, strategic plans, photographs, and
personal records of some of the participants. All these sources were used to help develop
the research and interview questions for this project as well as to contribute to the
findings of the project.
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Table 3.1
Subjects Participating in Oral History Interviews for this Project
Subject Name/Group

Subject relationship to the
Clinics

Years Directly Involved
with the Clinics

Founder and Original CEO

1992-2000

Current Executive Director

2000-2011 (present)

Nursing Supervisor

2007-2011 (present)

Marie Theresa Belanger,
CSJ

Admissions volunteer
Clinic Coordinator

1993-2010

Jennifer Bourgoine *

Nursing Supervisor

2007-2011 (present)

Pamela Cunningham *

Nursing Supervisor

2008-2011 (present)

Patricia Hein **

Original Nursing Supervisor 1992 - 2000

Mary Heinen, CSJ

Director of Advocacy

1992-2011 (present)

Stewart Laird

Original COO

1992-2000

Carol Novak*

Nursing Supervisor

1999-2011 (present)

Diane Peters
CSJs
Margaret Belanger, CSJ

Clinic Operations Manager

1992- 2011 (present)

Province Leadership Team

1991-1999

Irene O‘Neill, CSJ

Original Exec. Director
Principal Foundation
Officer
Carondelet Ministries
Foundation

1993-2011 (present)

Medical Director of
Development, Park Nicollet
Foundation

1998-2011 (present)

Founding CEO
Mary Madonna Ashton,
CSJ
Current CEO
Barbara Dickie
SMHC Staff
Allison Beattie *

Outside Community
Chris Johnson

*The nursing supervisors were interviewed as a focus group of four.
**Pat Hein was interviewed with Diane Peters in a group. In addition Diane Peters was
interviewed separately as well.
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Table 3.2:
Data design and Topic Matrix
Research Question

Subject Group
Founding CEO Current CEO

SMHC
Staff

CSJs

Outside

Community
What heritage and traditions

1*

1

2

1

2

1

1

2

1

3

1

1

1

1

3

1

1

1

2

of the CSJs helped encourage
the development and ongoing
operation of the Clinics?
How did the creation and
development of the Clinics
support and reinvigorate
the mission of the CSJs?
How did leadership practices
used by the CSJ‘s allow
the creation of the Clinics
and support its ongoing operation?

What events and personalities

1

have developed in the history
of the Clinics to bring them
to where they are today?
Note* 1 = Primary source for information, 2 indicates a secondary source, 3 indicates a tertiary source.
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The Process of Oral History Interviewing. Oral history interviews were done
with key individuals who had a part in the transition from St. Mary‘s Hospital to the
SMHC as well as those individuals significant in the ongoing history of SMHC. These
interviews lasted an hour to an hour and a half at any one session and the founding CEO
was interviewed for two sessions. All interviews were audio taped and four interviews
were videotaped depending on the preference of the interviewee. Care was taken to
determine the length of time and type of connection the potential interview subject has
with SMHC as well as using the matrix in Table 3.1 to ensure the research questions were
covered by multiple individuals.
Once we met for the interview the project was described to the interviewee a
second time using the consent form (see Appendix E). If the interviewee agreed to the
interview they signed the consent form. Then I began audio taping and/or videotaping as
the interviewee wished. Once the interview was completed the services of a professional
transcriptionist who had signed a confidentiality agreement for this study (Appendix F)
was utilized. Interviewees were able to withdraw from the project or refuse to answer a
question at any time. No subjects withdrew from the project although one person refused
to take part at the initial invitation. No one refused to answer a question during the
interviews. All audiotapes, videotapes, and transcripts were kept in a locked place at my
home or in a password protected computer that was not accessible to the general public.
Once the transcript was complete it was sent to the interviewee for review and
clarifications, along with additional follow-up questions as needed. Follow-up questions
were sent to seven of the 14 interviewees after the initial transcript was received. All
seven responded to the follow-up questions using written responses. Responses to the

REFRAMING MISSION

55

follow-up questions were included in the final oral history file for that interviewee. The
purpose of many of these questions was clarification and triangulation with other data
sources. The interviewee had the opportunity to make changes and clarifications and
answer follow-up questions as needed. They then returned the transcript and any followup questions to the researcher where any changes or corrections were made and a final
transcript was printed. A copy was then given to the interviewee for their personal
records and the final copy and all video or audiotapes were deposited in the archives of
the Sisters of Saint Joseph in Saint Paul. The interviewee signed a gifting form (see
Appendix E) that laid out their wishes in terms of access to the records.
Modes of Data Analysis. Data were analyzed through open coding to create
themes which match the interview and historical data as well as themes from exemplars
and literature from the literature review. Distributive methods were used to look at
frequencies of comments made related to a theme to help determine the importance or
strength of any particular theme. Data analysis was also ongoing and iterative, so that
new issues and interpretations were checked with interviewees and with other primary
sources of data.
Triangulation. The two pronged approach of archival research coupled with
individual interviews served as a means to validate the chain of historical events and
generate further questions for the oral history interviews. In oral history a technique
called ―member checks‖ is a way to have the interviewee check on accuracy of the
transcription and clarifying meaning in things recorded on the transcripts.
Creation and verification of transcripts is an important piece of the triangulation
process in oral history. Each interview was reviewed at least twice in the process of
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creating the original transcript. The researcher also double checked the work of the
independent transcriptionist to ensure its accuracy. Once that was complete the
interviewees were shown the transcript for their comments, clarifications, and
corrections. Corrections were limited to correct spelling, dates and names of others
mentioned in the interview. Care is taken to ensure that a minimum of grammatical and
stylistic changes are made to ensure the most accurate ―feel‖ for the personality and
thought process of the interviewee comes through. The original wording as spoken on
the transcript plus the changes the interviewee had indicated was kept on the transcript
for accuracy. Triangulation was also done by looking at the interviewee‘s comments and
comparing them to available primary and secondary historical sources. Where
inconsistencies were discovered follow-up contacts were made with the interviewees to
get the most complete interpretation of events. The inconsistencies found were for the
most part related to factual events or names of clinics and people.
Triangulation was done through engaging several types and levels of individuals
familiar with the history and events of SMHC. A more complete picture was obtained by
interviewing people at several levels who had experiences with the organization at
different times and at different clinics. Larson‘s matrix method as noted above was used
to get a complete picture as possible using available subjects and resources.
Validity and Generalizability. While oral history is considered a valid method
of research, especially when using the methods of triangulation mentioned above, it is not
considered to be generalizable in the traditional behavioral sciences aspect of the term.
This project has usefulness to others looking at the provision of healthcare services,
especially those coming from a religious based, mission-driven approach. The research
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also points out unique features and differences any other organization must take into
account when trying to apply this structure to their local situations.
The American Oral History Association has come up with a statement that
addresses the concept of generalizability, especially in relationship to Institutional
Review Board (IRB) concerns and purview. This statement points out that while
historians do draw conclusions from the material they study, it is not generalizable in the
same way as biological or scientific research, which tries to develop principles and laws
of nature that has predictive value. While this has been agreed to in principle by the
Federal office that directs the regulations that affect IRBs, there has been uneven
application at the local level (Shopes in Charlton et al., 2007). IRB review may or may
not be required depending on the local IRB. In the case of this project two IRBs (the
University of Saint Thomas and Saint Catherine University) approved at the dissertation
proposal and questions. Both of these processes were required before I pursued the
research.
Ethics and Confidentiality. While the above discussion on generalizability
makes oral history projects different from many research projects the idea of ethics and
confidentiality is very much a part of oral history research. Because the subjects of oral
history projects are specifically identified there is a different kind of confidentiality for
this work. Interviewees go through a consent process which allows them to ―gift‖ the
interview and its contents to an archive (in this case the CSJ archives) for management
and safe dissemination of the material. Interviewees may limit who has access to the
interview transcripts, either in terms of time when it can be released and who it is able to
be released to (see Appendix G). They may also limit any copying of the transcript as
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they see fit, and take back the material at a later date if they change their minds. The
material generated from this project was managed and evaluated using the Principles and
Standards of the American Oral History Association (see Appendix H), which look at
every aspect of project development including methodological and legal issues. I also
received approval to proceed from both IRB committees previously mentioned.
Personal Bias. I have worked at the College of Saint Catherine (now Saint
Catherine University) during the last 25 years as a faculty member. During this time I
have gained knowledge and understanding about Catholicism and the CSJs in particular.
My department was started by a CSJ and then turned over to another member of the
Order, who hired me. As such I have a great respect and appreciation for the work that
the CSJs have done and their aims for ministry.
However I also was a social science teacher before becoming an occupational
therapist, and history has been an ongoing passion for me. I respect the value and
seriousness of comprehensive historical research backed up by multiple sources wherever
possible. Through my earlier work in oral history I have come to realize that a historian
cannot truly be confident that they have the one authoritative story of any event. In
reality it is a mixture of verifiable events and the perceptions of those who are
interviewed about the events. While there may be differences in perspectives the
interplay of these views will create a richer picture of the total history of the organization.
It is this richer picture that I sought in this study.
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Chapter Four
History of Saint Mary’s Clinics

The CSJs and Healthcare
Although the CSJs were originally invited to Minnesota in 1851 for their abilities
to educate others, that mission quickly expanded into health care services as a cholera
epidemic swept the state in 1853. The sisters responded by turning the log church they
had built, called the Chapel of Saint Paul, into a makeshift hospital building (Sisters of
Saint Joseph, 2011, Stepsis and Liptek, 1989). A year later they moved hospital
operations to a new brick building at the present site of St. Joseph‘s Hospital. St.
Joseph‘s Hospital became the first hospital in the state of Minnesota. Table 4.1 provides a
timeline of important dates in the history of CSJ healthcare events.
The CSJs created a health care presence on the Minneapolis side of the river when
they bought the Edward Murphy mansion from the Mercy Sisters in 1887 (Sampson,
1987). The Mercy Sisters had bought the 13 room mansion, barn, and storeroom from
Murphy‘s estate, and had started a hospital in 1882 on the property known as Mercy
Hospital. However the Mercy Sisters had run into financial problems and could not
afford to meet the expanding demand for services. They sought help from Bishop John
Ireland, who helped solve their financial problems by purchasing the property from the
Sisters and then giving them the money to pay off their debts. The Mercy Sisters went on
to other projects, eventually relocating to Oregon.
Bishop Ireland asked Mother Seraphine Ireland and the CSJs to take over the
project. After determining the property and its buildings were still serviceable, the CSJs
started a 20 bed hospital in the mansion in 1887 (Sampson, 1987). Five CSJs were put in

REFRAMING MISSION

60

charge of the hospital, now called St. Mary‘s Hospital, including Sister Ignatius Loyola
Cox, who became Superioress.
Table 4.1 Significant Events in the History of Saint Mary’s Clinics
Year
1887

Event
Opening of Saint Mary‘s Hospital in Minneapolis

1985

Merging of St. Mary‘s Rehabilitation Center and St. Mary‘s Hospital
Creation of Carondelet Community Hospitals with St. Mary‘s and St.
Joseph‘s Hospitals
Creation of Carondelet LifeCare Corporation

1987

Consolidation of Fairview Hospital and St. Mary‘s Hospital to form
Riverside Medical Center

1990

Negotiations started with Fairview for the sale of St. Mary‘s Hospital

January, 1991

Dissolution of the original Carondelet LifeCare Corporation Board.
Mary Madonna named CEO of the new CLC Board

December, 1991

Sale of St. Mary‘s Hospital completed with Fairview

April, 1991

Sister‘s focus group for CSJ healthcare ministry

July 1991

Strategic business plan ―A New Vision‖ presented

January, 1992

Renaming of Carondelet LifeCare Corporation to Carondelet
LifeCare Ministries (CLM). Opening of the first SMHC clinic at
NorthSide Child Development Center

October, 1998

Park Nicollet model started with 2 ―Caring Clinics‖

January, 2000

Retirement of Mary Madonna Ashton and Stewart Laird. Barbara
Dickie named new Executive Director
Shift of funding to Carondelet Ministries Foundation

2002

Clinics receive a Minnesota Health Disparities Grant

2004

Diabetic Education Enhancement Program (D.E.E.P.) started

2005

Formal name change from CLM to Saint Mary‘s Health Clinics

2008

SMHC receives the Minnesota Nonprofit Excellence Award

2010

Minnesota Department of Health sponsored e-grant for electronic
medical records with resultant enhancing of the patient database and
revamping of forms
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The original facilities were rather Spartan, with patients being carried up the stairs to
their beds and surgeries performed on the Sisters‘ kitchen table (Sampson, 1987).
This connection and support between Archbishop John Ireland and the Sisters of
Saint Joseph was not new. In fact, the Ireland family connection to the CSJs was a vital
and significant factor in the growth and influence of the CSJ St. Paul Province in the later
half of the 19th and early part of the 20th centuries (Hurley, 1951, Sampson, 1982). The
Richard and Judith Ireland family came to America from their native Ireland at the height
of the potato famine in 1849. First settling in Boston, they moved to Minnesota in 1852.
Three of their children grew up to be powerful members of the Catholic Church in St.
Paul; John Ireland, priest and the first Archbishop of St. Paul; Eliza, who joined the CSJs
as Sister St. John; and Ellen who also joined the CSJs and became Sister, later Mother
Seraphine. In addition Richard Ireland‘s sister Anastasia had a daughter Ellen Howard
who joined the CSJs as Sister Celestine, and Ellen‘s sister Joanna married James
Wheeler, siring a son John who was to become an architect and builder of many of the
buildings used for CSJ missions in the early 20th century. Together this family influence
exerted great influence and energy on the CSJs, creating a flurry of growth of new
members to the order, expansion of K-12 schools throughout the state of Minnesota, St.
Mary‘s and St. Joseph Hospitals, and the College of St. Catherine (now St. Catherine
University). They also achieved leadership positions in the Order with Mother Seraphine
become Provincial Superior of the CSJs from 1882 to 1921, Sister St. John becoming
Superior of Immaculate Conception convent (later known as Holy Angels Academy) in
1877, and Sister Celestine Howard became directress of St. Joseph‘s Academy and later
Superior of the Catholic schools in Saint Paul.
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Archbishop John Ireland became an internationally known and respected
clergyman, supporting moral causes and progressive stance on education, immigration,
and relationships between church and state. Locally however, it was firmly believed that
the Sisters of Saint Joseph were the pupillum oculi or ―apple of his eye‖ (Hurley, 1951).
Hurley notes that there were many stories told of this devotion, including an episode
where the Archbishop encouraged the pastor from Bird Island to consult with the CSJs,
specifically Mother Celestine, to build a new school that he was planning rather than
continuing on working with the Sisters of Notre Dame at Mankato. This and other efforts
helped the CSJs get a statewide presence in Minnesota and move beyond the Twin Cities
area.
Archbishop Ireland was also very supportive of education for the CSJs and
pushing for excellence in everything they did. Remarks made by the Archbishop during
a sermon to the CSJs on August 20, 1902 indicate the passion and emphasis on
excellence that he saw for the province;
Again to work, devoted Sisters, for God and for the Church! Open your
hearts to every ill, physical and moral, with which poor humanity is
smitten. Feed the hungry, visit the sick, comfort the afflicted. Be mothers
to the motherless, friends to the friendless, counselors to the way word and
erring. Build asylums for the orphaned, hospitals for the infirm, refuges
for the outcast, homes for the poor and aged ... In your institutions let there
be no routine, no deadening conservatism. Behold you must be able to
say, we have made all things new! In your hospitals, with the olden spirit
of charity, let there be triumphs of surgery and medicine, the latest
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ingenuities of the art of nursing back the ailing to life and health … Lead
this modern world on it‘s own ends, while at the same time you give to
your pupils that formation of faith and morals needed for this world and
the world to come. (pp. 13, 16)
The Ireland influence helped set the CSJs towards social justice issues and active
engagement in the local community reminiscent of their first works in France with an
emphasis on professionalism and excellence that applies to this day.
From the original 20 beds the hospital built or added two new buildings, going to
100 beds, operating room, and an elevator in 1890: 315 beds in 1918, and 490 beds in
1967 (Sampson, 1987; Sisters of Saint Joseph, 2009b). Other important hospital events
included a school of nursing which opened in 1900 and eventually became part of St.
Mary‘s Junior College in 1964. Several new and unique programs for their time were
also developed including the first charity ward in Minneapolis in 1929: the first
Midwestern alcohol treatment center in an acute care hospital in 1968: St. Mary‘s
Rehabilitation Center in 1969: a radiation center in 1970: home health care department in
1977: and hospice care in 1978.
Sixth Street South, the area around St. Mary‘s, also became home to two other
hospitals over the years. Both were founded by the United Church Hospital Association,
a Lutheran group that eventually became the Fairview Health System. St. Thomas
Hospital, a tubucular institute, was started in 1907. It functioned until 1929 when Glen
Lake Sanitarium took over the cases. The original St Thomas hospital building was
converted into dormitories for student nurses and hospital supervisors at the second
Fairview hospital. In 1916 the Association built Fairview Hospital, the first hospital in
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the Fairview system. Originally a 200 bed hospital, by 1961 it had 415 beds (A History
of Minneapolis, 2011).
Saint Mary‘s and Fairview Hospital slowly developed a collaborative relationship
over the years. This accelerated in the last 30 years of the existence of St. Mary‘s
Hospital. Sister Mary Madonna Ashton, CSJ, Administrator and President of the hospital
from 1962-1982, recalls some of the initiatives the two hospitals took together.
The first thing that we did together was we established at St. Mary‘s a
radiation therapy center, prior to the days of cobalt, there was this whole
radiation therapy and Fairview was going to put one in because they
couldn‘t get their patients over to us and we thought this was terrible to
have two of these right on top of each other because they were extremely
expensive. So, we got together and built the tunnel between the two
places so that they could bring their patients over. …what brought St.
Mary‘s and Fairview together as far as any staff activity was concerned
was when we started the psychiatric department in the late 60s. And, at
that time, these doctors that were the specialists in that area wanted to go
to both hospitals, and so, they set up a joint medical staff meeting for the
two and that sort of began to bring the physicians together. Which was a
good thing, but that was the first time that the doctors—and the tunnel was
there—you know, that—the tunnel helped a lot in that way. The
employees from Fairview would come over to our cafeteria and we‘d go
over to theirs and that did a lot more than just bring the patients to the
radiation center, the tunnel really made it possible for us to go back and
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forth for meetings and a lot of different things that sort of was, we hadn‘t
anticipated that, but it became a real, a real factor in our cooperating.
(Ashton, 2010a, p. 5)
These initiatives created a climate that would lead to closer associations in the mid to late
1980s as they developed a joint emergency center in 1984.
While activity was going on in the Twin Cities area the CSJs were also building
hospitals in other parts of the Midwest. These included three North Dakota hospitals
built between 1900 and 1917 in Grand Forks, Fargo, and Jamestown. In 1986 the Sisters
of Saint Joseph of Superior, Wisconsin merged with the CSJs, bringing Holy Family
Hospital in New Richmond, Wisconsin into the system. The CSJs also developed
nursing schools in their three North Dakota hospitals. This all created a traditional brick
and mortar system of healthcare that grew and expanded through the 1970s. However,
economic and health care changes in the 1980s brought increased challenges and tensions
to all traditional health care systems including the CSJ system of hospitals. This would
create changes and debate which are at the very heart of the development of the Saint
Mary‘s Health Clinics and the re-evaluation of the healthcare mission of the Sisters of
Saint Joseph of Carondelet.
Merging systems and the sale of Saint Mary’s Hospital
The 1980s brought great challenges to healthcare in general and running
traditional hospitals in particular. With the advent of Medicare in the mid 1960s and
managed care in the late 70s and early 80s the healthcare marketplace had become more
and more regulated by outside, often governmental organizations. Advances in
technologies such as nuclear medicine and imaging methods dramatically increased the
cost of healthcare. Along with these changes to the larger healthcare system, the CSJs
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themselves were facing pressures of an aging congregation and dwindling numbers of
sisters involved in the order. This ―perfect storm‖ created awareness for change and
started efforts to find a manageable direction for the CSJs healthcare ministries during the
decade.
Awareness of these challenges can be seen in many archival records of the time
and resources written about the history of the hospital. At the wider hospital level the
CSJs sold or merged their hospitals in North Dakota. This had been going on over
several years and started in 1965 when Trinity hospital in Jamestown closed its doors and
moved its equipment and patients to the Jamestown community hospital. In 1971 the
Grand Forks hospital merged with the hospital affiliated with the University of North
Dakota. The Fargo hospital was sold in 1985 to the Franciscan Sisters who had another
hospital in the area. The nursing programs associated with the three hospitals had also
merged and moved to North Dakota State University at Fargo where they originally
started as an associate degree program, and then became a baccalaureate degree program
under Sister Mary Heinen (Sampson, 1987). Sister Mary Heinen would become one of
the leading figures associated with the development and history of SMHC.
In the Twin Cities major changes were also brewing during the 1980s. Fairview
and St. Mary‘s hospitals had continued their cooperative efforts and created more points
of connection with a joint emergency room in 1984, sharing cardiac catheterization and
angioplasty labs, and contributing with other health care providers for a mobile MRI lab
that moved between several hospitals. These efforts helped streamline care and save
costs in the short run.
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Merging was also happening within St. Mary‘s Hospital itself and within the
healthcare mission of the Saint Paul province. In January of 1985 the Hospital and Saint
Mary‘s Rehabilitation Center merged into one corporation with one board of trustees. In
July of the same year St. Mary‘s Hospital and St. Joseph‘s Hospital consolidated into a
new corporation called Carondelet Community Hospitals with Carondelet LifeCare
Corporation (CLC) serving as the parent corporation. A 1986 organizational chart of
Carondelet LifeCare Corporation shows St. Mary‘s, St. Joseph, and Holy Family Hospital
in New Richmond, Wisconsin as major hospitals in the system. Also included were
Sanford Hospital and Home in Farmington, Minnesota, Carondelet HeatlhCare
Foundation which raised funds for the Corporation, and ChemQuest, a consulting
program that helped others develop chemical dependency programs based on the model
started at St. Mary‘s Hospital (Sisters of Saint Joseph, 2010b).
Carondelet Community Hospitals was owned by the CSJs and was organized to
keep a Catholic healthcare presence in the Twin Cities while improving quality of care
and eliminate duplication of services. However each individual hospital was to retain its
identity and serve their separate patient communities in Saint Paul and Minneapolis
(Sampson, 1987). A national search was completed and John McIntire was hired to serve
as CEO and president of CLC and Carondelet Community Hospitals. McIntire had over
20 years in healthcare and healthcare administration, and had served in Catholic
healthcare in Michigan. A board was created for Carondelet Community Hospitals which
included members of both St. Mary‘s and Saint Joseph‘s Hospitals. The first board
meeting of the parent Carondelet LifeCare board occurred on January 28, 1986. Board
minutes from that first year include initiatives to explore joint ventures or consolidation
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of both St. Mary‘s and St. Joseph‘s with other healthcare providers. It was noted that
there had been a drop in both patient days and market share at both hospitals and that
―neither hospital would have a future in inpatient care as an independent organization‖
(Sisters of Saint Joseph, 2010a). St. Joseph‘s looked to the HealthEast Corporation
centered in St. Paul. They eventually joined the HealthEast system in 1987 with the CSJs
continuing to have a presence in that hospital.
On May 6, 1986 a memorandum of understanding between Fairview and St.
Mary‘s was created to ―explore the benefits of consolidation of services‖ (Sisters of Saint
Joseph, 2010b). A joint planning board was created that met later that month. The
Fairview system and Fairview Hospital was seen as a natural option given its closeness to
Saint Mary‘s and history of the hospitals. As Mary Heinen, current SMHC Director of
Advocacy and part of the Provincial Director leading up to the sale of St. Mary‘s Hospital
put it:
it was at that time that health systems were becoming the thing of, of the
future, hospitals began to realize they could not stand alone and survive,
so Fairview was really one of the first health systems in the country,
certainly around this particular area and it was also at this time then that
the Sisters of St. Joseph, as a congregation, became interested in a
healthcare system and part of the reason for that was that was the way
hospitals were going, and also, at the time, a lot of our sisters who worked
in healthcare were interested in doing what we would call ―street ministry‖
going back to our roots and, so, we were losing people from top level
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positions, department heads to go into ―street ministry‖, that was also
happening in education. (Heinen, 2010, p.4)
Discussion between the two hospitals led to an announcement of a joint venture between
Fairview and Carondelet LifeCare Corporation to create a combined campus known as
Riverside Medical Center (RMC). Fairview Hospital changed its name to Fairview
Riverside Hospital, and a board was created for Riverside Medical Center consisting of
members from St. Mary‘s and Fairview. John McIntire was named as president of this
board. Both Fairview and Carondelet LifeCare maintained title to their original
buildings, equipment, and long term debt obligations.
The CSJ archives indicate a tension and difficulties in communication almost
immediately after the joint venture was announced. The combined RMC and Carondelet
LifeCare boards were large, numbering 22 people in 1988 board minutes. Activities
working towards completion of streamlining and joining services were done including
things like merging the medical staffs in 1988. However, even at this time the minutes
include discussion about the Catholic nature of the hospital and the challenge of retaining
this character. In April of 1988 the Carondelet administrative staff developed a position
paper for use by the Carondelet LifeCare (CLC) board titled ―Principles for resolving
issues relating to the implementation of the operating agreement of Riverside Medical
Center.‖ The January 27, 1989 CLC minutes indicate that the RMC board will be
undertaking a retreat to undertake a, ‖self-evaluation process to determine a clearer
direction for management in the development of RMC‖ (Sisters of Saint Joseph, 2010a).
Consensus developed among the Carondelet LifeCare board that the ―joint
venture in its current form is not a model that serves a fruitful and healthy relationship
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between Carondelet and Fairvew‖, and at the April 28th board meeting asked for a notice
of default on Fairview and then to initiate negotiations for a new form of structure for
RMC (Sisters of Saint Joseph, 2010b). Fairview responded with a willingness to meet to
address the differences. Issues identified in board minutes include differences in views
between Fairview and Carondelet LifeCare on RMC capital funding and debt capacity. A
study group of members from both groups worked through the summer and fall of 1989
to work out differences. Carondelet LifeCare minutes indicate the study group was
looking at three major options including: an operating agreement revision: dilution of
Carondelet‘s LifeCare equity in RMC or a variant of this model: and a move towards a
HealthEast kind of model then in place with St. Josephs Hospital where the CSJs had
retained certain powers to ensure its ongoing catholicity. Things seemed to be going
better when in the January 1990 board minutes it was indicated that most of the study
group‘s recommendations had been accepted by Fairview and that the ―Carondelet
LifeCare Administration is authorized to begin working on an interim management
contract‖ (Sisters of Saint Joseph, 2010a).
Other obstacles appeared to threaten the joint venture when later in 1990 the
Provincial Council of the CSJs expressed concerns about the relationship between CLC
and the CSJs. The CSJs expressed their views that, ―more dialogue must continue
(between CLC and the Provincial Council) with a candid exchange of views and more
frequent contact between all members of these organizations‖ (Sisters of Saint Paul,
2010b). Sister Mary Heinen, Provincial Director from 1988 to 1991 indicated that the
precarious nature of the 50-50 relationship between Fairview and the Sisters was a factor
in the ongoing difficulties.
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Initially, when we came together as sort of one facility, it was a fifty-fifty
partnership and you know what happens when there was one more
physician on the other side, it becomes more like a fifty-one-forty-nine
and we were the forty-nine. (Heinen, 2010, p.7)
She also indicated that there may have been a difference in opinion about the emphasis
on monetary resources between Fairview and the Sisters for RMC.
St. Mary‘s had really developed a lot of good programs and state-of-theart facilities, Fairview acknowledged that they needed to do some
updating of their facilities so it was like a, sort of like the, uhm, challenge
between putting more financing into buildings, putting more financing into
programs—we chose the program route, Fairview wanted to really build
up a state-of-the-art facility and we tried to challenge one another and we
tried to work it out, but it didn‘t work. (Heinen, 2010, p. 6)
Sister Margaret Belanger, one of the trio of nuns who formed the next leadership
team from 1991 to 1994 also mentioned costs as well as a growing awareness of people
who were outside the system of traditional insurance-based health care.
we were moving out of the institutional healthcare setting, for a number of
reasons, financially we couldn‘t maintain it and at St. Mary‘s, the costs for
the facility because it was an older building, were exceedingly high and
the way the hospital income was structured and so on, we couldn‘t, they
need some help and we couldn‘t do it, financially we simply couldn‘t do
it. So, we said the way this is going it‘s not gonna get better it‘s going to
get more complex, more diverse and more expensive, so, best we step out
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at that point. At the same time we were becoming very aware of the folks
who had no healthcare and so when in the process of the sale we said that
the money from the sale will be used in the community for healthcare.
(Margaret Belanger, 2010, p. 4)
Mary Madonna Ashton, who had stayed out of the discussion because of her position as
State Commissioner of Health, realized the need to move on but still expressed sadness
about the change.
Well, I had been there you know for over 20 years, so, you know, it was
sad in that sense, but from the overall viewpoint of what was happening in
health care in Minnesota, it made sense to me, I mean that just, I had some
heartstrings about the whole thing, if I, you know, looked at it from what
was happening in the Twin City area particularly and in the nation
actually, individual hospitals just weren‘t going to make it and being
across the river just wasn‘t working with St. Mary‘s and St. Joseph‘s and
we were too close, we were too close to Fairview and they were too close
to you know the other hospitals over there that they were associated with
so it made more sense for us to join up, you know with those. (Ashton,
2010a, p. 19)
The CSJs had started several community-based healthcare and social service initiatives
that addressed the needs of those less fortunate in the community. These included Sisters
Care, a home health program designed to give home care and health services to those
who were frail and elderly and wished to remain in their homes and could not afford
services. It also included a free store in south Minneapolis and housing for women in
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need, both in the St. Steven‘s Parish neighborhood. These initiatives were critical
experiences as the CSJs moved from traditional healthcare in hospitals to other
community-based services like SMHC.
This shift to community based initiatives also brought another challenge in the
late 1980s and early 1990s. Carondelet Community Hospitals had joined a group of 14
other Sisters of Saint Joseph run Catholic hospitals in a non-profit corporation called the
Health Care Corporation (HCC). This group was operated by the national organization of
Sisters of Saint Joseph of Carondelet out of Saint Louis, Missouri. HCC (later renamed
Carondelet Health Services) included CSJ hospitals from all over the country. As the
Saint Paul Province became more interested in meeting community and neighborhood
needs in the late 1980s and early 1990s they saw themselves as less connected and taking
a different direction to healthcare than HCC. The sisters through CLC were moving
away from a holding company of health care institutions to a corporation with oversight
responsibilities of health programs and initiatives. Discussions between the HCC, CLC
executive committees and the St. Paul Provincial Council of the CSJs started in August of
1990. Eventually HCC came to support the Province‘s wish to sell Saint Mary‘s
Hospital. This decision came about in January of 1991, creating another ally in support
for the Sisters to dissolve the CLC board that month. Formal separation of the CSJs from
HCC was accomplished on April 24, 1994 (Sisters of Saint Joseph, 2010a). This ongoing
discussion meant that HCC lawyers and negotiators were in on the discussions with the
CSJs and Fairview about potential selling of St. Mary‘s Hospital. Margaret Belanger
remembered some of the difficulties of having negotiators who were not used to the local
scene.
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Relatively speaking, the negotiation was difficult because at the time, St.
Mary‘s Hospital was part of a national health system that was part of a
Sisters of St. Joseph Carondelet Health system it was called and their
offices were in St. Louis. And, that was a period of time in history where
hospitals were forming systems and they were just, you know, bigger was
better. And that‘s proved to be somewhat true but not 100% so as a part of
the negotiation of the sale the legal firm that was used came from St.
Louis. Now, if you‘re native to Minnesota, and Minnesota Nice, the
lawyers all around here know each other, they‘re used to working with
each other negotiating with each other and all that sort of thing and they
kind a got cut out of the picture. And so the approach that came from the
group of St. Louis was hard ball, ah, it wasn‘t the way it‘s done here and it
created a lot of friction. But, the folks from St. Louis were more
aggressive in their approach and they tended to set down terms, and
ultimatums and then you had to back away from them and all of it that
goes with that, so, it did get done, but it was difficult in that respect
(Margaret Belanger, 2010, p. 4)
The negotiations for the sale of the St. Mary‘s to Fairview started in 1990, first as
an interim change in management contract and then as an outright sale of the CSJs assets
in the hospital. This process spanned two provincial leadership groups, starting with the
leadership group of Mary Heinen (Provincial Director) and her two assistants, Sisters
Kathleen Foley and Frieda Kalenze to the Leadership Team of Sisters Margaret Belanger,
Susan Oeffling, and Ann Walton. With Belanger, Oeffling, and Walton the CSJs had
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moved to a team concept with three members overseeing areas of activity rather than one
provincial director. This system has been in place up through today. Because of the two
sets of leaders, the process was worked through the six sisters rather than the newer
leadership team. Mary Heinen recalled the process between the two groups.
the big concern that our attorneys who we were working with from our
health system had to meet with the new leadership to say, now, we are in
the middle of a process, will you support the continuation, yes, then that
same attorney would come back to the three of us who were in leadership
and said, now, are you willing to spend a few more months of your time
now that you no longer in leadership to bring them up to speed? So, for
about six months, we the older—retired now, leadership team met with the
new people, we‘d come to their council meetings, we‘d meet with the
three of them, there were three of them and there were three of us and with
the attorneys and whatever, so we just assured the public as well as our
health system in St. Louis that we were working this thing out together. I
don‘t know what would have happened had the new group said, no we‘re
not going to go any further, I think we were far enough along and the
reality was such, and I think people trusted what the board members were
recommending and how Sister Mary Madonna led the group through the
thinking, and that we had an alternative then for the funds that we received
from the sale of the hospital. I think had we had not all that in place it
would have been very difficult if we would have had to go back or if
they—we would had to put on a public fight, none of that ever happened.

REFRAMING MISSION

76

We just continued to work it through. So, then the group that followed us
in which Sister Margaret Belanger was one and she was the connecting
link to healthcare, ah, completed the transfer and worked out the details
(Heinen, 2010, p. 9)
Mary Madonna Ashton was mentioned as a leader because another move
happened at the end of 1990 that was both surprising and served to move the negotiations
along towards the selling of the hospital. On January 14, 1991 the CSJs took the unusual
step of dissolving the current CLC board including President and CEO John McIntire,
through the sections of the CLC bylaws that provided for removal of the members of the
board that were appointed by the Sisters of Saint Joseph (Sisters of Saint Joseph, 2010).
The new board was to be smaller, including more CSJs and fewer community members
compared to the previous CLC board. The resolution creating the dissolution of the
board also mentions that ―negotiations commence to recruit Sister Mary Madonna Ashton
as the permanent President and CEO of CLC‖ (Sisters of Saint Joseph, 2010b). The first
board meeting with the new board members occurred on January 18. 1991 with Sister
Mary Madonna Ashton appointed President and CEO. A January 25, 1991 St. Paul and
Pioneer Press article cited that the key issue in the board change was how the proceeds of
the sale would be handled and that John Palmer, one of the original board members said
the board was dissolved over its refusal to approve a resolution transferring authority to
approve terms of sale to HCC (Sisters of Saint Joseph, 2010b). The sale of St. Mary‘s
hospital was completed and announced on December 17, 1991. Carondelet LifeCare was
officially renamed Carondelet Life Care Ministries (CLM) in January 1992. CLM was
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renamed Saint Mary‘s Health Clinics (SMHC) in 2005. The wheels had been set in
motion for the reframing of the CSJ‘s healthcare mission.
Formation of the Clinics and Original CEO
The selling of Saint Mary‘s Hospital had brought about a great deal of debate,
frustration, and anger from many corners of the CSJ and Twin Cities Catholic
Community. As evident in the chronology of events discussed above, this change
happened over a period of years and for the most part outside of the public eye. The
creation of Saint Mary‘s Health Clinics also took some time to build and had many small
steps before the first clinic was ever opened.
There were many reasons others in the greater Twin Cities community were
concerned about the sale of Saint Mary‘s Hospital. Some of these concerns came from
the CSJs themselves. Mary Heinen elaborates on some of the concerns raised in and out
of the CSJ community.
I‘ll tell you why it was difficult, the only Catholic hospital, at one time,
the largest hospital in Minneapolis-St. Paul. Secondly, the fact that that
there were people who thought to sell, you know, the hospital period or to
anyone was just bad news and there was some friendly competition and
also not so friendly competition between the medical staff and there was
some strong feeling that you‘re going to ―sell out‖ you know, to Fairview.
So you know there were those feelings and of course, the Archbishop was
very fond of the Sisters of St. Joseph and he found it difficult as he said, it
may have come to this but not on my watch. So those were some of the
difficulties and then there were other people who felt that, you know,
we‘re caving in quality and we‘re not going to see the quality that the
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Sisters once gave and, you know, there were a lot and there are to this day
some people said why did you ever do that? And, there are other people
when they saw the success of the Clinics came to realize now we know
why you did it. (Heinen, 2010, p. 7)
In addition concerns were raised about what the CSJs were going to do with the
money generated from the sale of Saint Mary‘s. It was decided early on in the process
that the money would, at least in part, be used to support the new missions the sisters
were participating and developing after moving from traditional hospital care. Sister
Mare Theresa Belanger had an interesting take on the reasoning behind this decision in
her interview.
…there was consideration of it and, and what was presented to us was the
fact that it was so clear that all those monies had been donations to us as
Sisters of St. Joseph, initially and even ongoing. And the donation was,
was directed towards the desires of the donors that it helped provide
healthcare for people and especially for those who didn‘t have what it took
to receive healthcare there. So then when it was presented to us as
something we needed to make the choice on and vote on, it was my desire
as it was many of them that yes, those monies continue faithfully and
caring for people. (Marie Belanger, 2010, p.4)
The CSJs thus used part of the monies received from the hospital as seed money to start
St. Mary‘s Health Clinics.
Partly because of these concerns and partly because many thought she was a
natural for the job of leading this reframing of the mission the CSJs selected Mary
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Madonna Ashton as the new CEO and President of CLM. They also hired a public
relations firm to get out the message the sisters wanted the community to know about of
the transition. The Clinic archives of that time have several memos from the public
relations firm describing possible responses to questions that might likely be asked about
the sale. Possible issues to be addressed included closing a Catholic hospital and the
implications of an anti-abortion hospital being sold to a pro-abortion hospital, if the
Catholic hierarchy approved of the sale, and the decision of the CSJs to remove the
previous CLC board. Messages to be emphasized were that the Catholic hierarchy did
understand and approved the Sister‘s decision, that the decision was made to meet
community needs and let the declining Sister membership make the maximum impact
with their resources as Fairview and other hospitals were meeting the acute care needs of
the Twin Cities. It was also to be pointed out that there would be no disruption of service
at Riverside Medical Center and the sale benefited both Fairview and the CSJs. The
proceeds of the sale were going to be re-invested in the basic health care and local human
services ministries of the Province (Sisters of Saint Joseph, 2010b).
An internal memo written September 9, 1991 by John Foley, financial officer for
the CSJs, supports these messages. At that time he notes that there were only 32 sisters
under age 50. Individual sisters were working at a wider variety of ministries outside of
traditional institutions that were owned by the Sisters or where the Province had a clear
working agreement. This individual ministry work has led to successful organizations,
and that the number of sisters with background, time, and willingness to be effective
board members or administrators was very limited (Sisters of Saint Joseph, 2010b).
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Mary Madonna Ashton was one of the remaining sisters who had some of this
knowledge. As noted before, she had spent 23 years at St. Mary‘s Hospital, most of the
time as hospital administrator and CEO. She had gotten a masters degree in social work
at Saint Louis University and then a second masters at the hospital administration
program at the University of Minnesota. After moving on from St. Mary‘s in January of
1982 she took a sabbatical to decide what was her next career and spiritual challenge.
She was surprised to be asked to be Minnesota Commissioner of Health by Governor
Rudy Perpich. ―I couldn‘t believe it. But that was like Governor Perpich he just loved to
do something different. He was a great person to work for, I really enjoyed, I was there
for eight years then, through his eight years of administration‖ (Ashton, 2010a). The
appointment was announced on December 9, 1982, making Ashton the first female, nonmedical doctor, and Catholic nun to run the 110 year old agency. While the appointment
generated objections and even some concerns about a nun working in public office,
Ashton gained widespread respect and served as commissioner for both of Perpich‘s
terms. Key issues during her administration were the fight to reduce or eliminate tobacco
use in public places and Minnesota‘s response to the AIDS threat. By the time she was
done as Administrator of Saint Mary‘s Hospital and Commissioner of Health Mary
Madonna had gained a wide network of contacts and a broad view of healthcare issues in
Minnesota.
Trying to move on again, she was asked by Sister Mary Heinen and her leadership
team of CSJs to run CLM. In her words she thought it was for a few months as the
organization was shut down and the Province moved on to other things.
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…they told me, you know, was I aware that St. Mary‘s was being sold it,
was in the process of you know, ending. And they had this, overall
corporation called Carondelet Life Care Corporation (which later became
Carondelet LifeCare Ministries-CLM) which was at that point
administering both St. Mary‘s and St. Joseph‘s, they had come together
under a common linkage at that point. And the fellow who was in charge
of that had left knowing that the hospital was you know being sold, so
they needed somebody to downsize and to put out of business this
corporation because at that point St. Joseph‘s had become part of Health
East and now St. Mary‘s was no longer going to be a part of that and if
anything, it was going to be working more with Fairview. So my job was
to dismantle this corporate organization if I please would do it and they
knew I was thinking about retiring so they said it will probably only take
six months. (Ashton, 2010a, p. 11)
Mary Madonna took her experience from her earlier appointments and used the
CSJ‘s recent emphasis and interest in community missions to look at possible directions
the Province might move towards. Besides the community initiatives mentioned earlier,
St. Mary‘s Hospital and CLC had also made some attempts to move out in the greater
community. Drs. William Hedrick and Gerald Mullen were commended in a January 14,
1990 CLC board meeting for their volunteer work at two Minneapolis homeless shelters
in the fall of 1989. Hedrick would become one of the first volunteer physicians for
SMHC.
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March and April 1991 were particularly significant times in developing the
healthcare mission that turned into SMHC. The CSJ archives hold a February 20th memo
sent by Sister Mary Madonna to 11 fellow CSJs in social service and healthcare activities
in the St. Paul Province. They were invited to a discussion about the ―unmet healthcare
needs of disadvantaged people in our area who might benefit from an outreach
community based ministry‖ (Sisters of Saint Joseph, 2010b). The meeting was to be held
March 5, 1991. Nine of the 11 came to this discussion. Handwritten notes attached to
this memo echo comments noted as made by Mary Madonna in a CLM board meeting on
March 1, 1991. In that memo Madonna indicated that she wanted some very concrete
way the CLM vision could be shown to the public. This included showing how the
money received from the sale of St. Mary‘s would be put back into the Minneapolis
community through new programs. These programs could include providing services
that would benefit groups related to the SCJs such as grants and mobile vans: providing
seed money to new health related programs: and providing direct services in certain
neighborhoods for things like screenings and health education. A new name and logo
would be important for a new organization that could be more aggressive in recruiting
public support and donations (Sisters of Saint Joseph, 2010b).
On April 30, 1991 Madonna planned an Open Forum meeting with those
interested CSJs to talk about and prioritize needed healthcare services that CLM might
provide, as well as identifying who might be interested in planning and participating in
these services. While Ashton expected about 30 sisters to show up, more than 100
arrived at the CSJ Administration Center for the meeting. The meeting was run by a
facilitator who got everyone to make some kind of contribution. Mary Madonna
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Mary‘s Health Clinics.
Because we were working in these poor areas and they saw the health care
needs in the poor areas. They, I mean, I hadn‘t thought about that part of
it, at all, but, they were working, they were working in schools and they
were working in high schools and they were doing some social service
kinds of things in neighborhoods and so they had, they were running
across all kinds of health problems for kids, particularly kids. But then, if
you got to know the kids you eventually, you know, got to know what‘s
going on in the families. And it hadn‘t occurred to me that they would
have had that much insight or, or relationship about health care needs. But
that was an awakening for me which was important. (Ashton, 2010a, p.
19).
Over sixty ideas were generated and prioritized. Table 4.2 includes the list of the top
nine ideas listed by the priorities identified by the CSJs. Almost all of the first nine
priorities on the list were addressed in future years through SMHC and other efforts.
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Table 4.2
Top Health Care Service Priorities of the CSJs after the April 30, 1991 Sisters Open
Forum
Ranking
1
2
2 (Tie)
4
5
6
7
8
8 (Tie)

Priority
Expand Sisters Care in Minneapolis
Health van for teaching and clinics
Center for healthcare ethics linking the Sisters of Saint Joseph Carondelet
LifeCare and the College of Saint Catherine
Clinic for the poor in their own neighborhoods
Advocacy for national healthcare focusing initial priorities on Minnesota
Nursing home care and assisted living arrangements for sisters‘ families
Medical care access for the working poor with emphasis placed on
outpatient clinics and prevention
Clinic services for the homeless
Expand Sisters Care in St. Paul

At the March 22, 1991 CLM board meeting Ashton requested that Stewart Laird
be retained as an administrative consultant to help plot out the long term strategy of
CLM. Laird and Ashton had met at St. Mary‘s Hospital when Laird was doing his
residency program as part of his masters in healthcare administration from the University
of Minnesota. Laird had finished his program and moved on to other hospital
administration jobs in LaCrosse, Wisconsin and Duluth. His initial task was to develop
goals and purpose for ChemQuest along with a business plan for CLM‘s future direction.
ChemQuest was a organization created to provide consultation and guidance to others
wishing to start chemical dependency programs and used the knowledge and expertise
gained from the development of such programs at St. Mary‘s Hospital.
The April 30th meeting was a brainstorming session where many different and
creative ideas were brought forward. While they were all exciting and forward thinking
they may have not been practical. However the idea of neighborhood services was a
constant thread in the discussion. Ashton‘s previous experience had always been with
large formal organizations so she looked to others for some input.
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…they (the CSJs) kept emphasizing we need it in you know the
neighborhoods, we need it where the people are because they can‘t—they
don‘t have transportation or they were afraid to go any place else or they
don‘t think they‘re good enough to go to the other places, etc., etc. So I
thought well maybe what we ought to do is think about having a
neighborhood you know, you know neighborhood clinics where it would
be general medical care. Well, you know, I had always worked in big
organizations, how do you all of a sudden have a little neighborhood
clinic, so I began to think about, you know, where would we ever start
something like this. Well, you know what, I had been a social worker and
so I‘d always been interested in social service and I kept my interest in
social service and so the priest who was the head of the Catholic Charities
at that time was Father Boxleitner and he was a friend of mine and so I
thought well, I‘ll go and talk to him about it he knows if there‘s any place
where maybe we could start a neighborhood clinic that would be attached
to one of their programs so that it would have some visibility to start. So,
I went and talked to him and he, suggested, he said he‘d talk to his staff
and let me know. Well, he came back with four different areas, four
different places where they would love to have some kind of medical care
available. So, I visited each of these and decided on the one that was on
the north side, it was a child development center. (Ashton, 2010a, p. 12)
The Clinics would open the first year with two sites connected with Catholic Charities,
Northside Development Center and Ascension Neighborhood Clinic. Appendix I
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includes descriptions of the individual SMHC clinics along with their histories and
information on staffing and staffing responsibilities. It also includes a comparison of the
two major clinic models currently in operation.
Efforts to develop a business plan moved along during 1991 and CLM presented a
description and preliminary business plan to the leadership team and the congregation on
July 25, 1991 (Sisters of Saint Joseph, 2010a). There were business plans included for 8
areas of expansion including a health advisory program, Carondelet Foundation which
would develop funds for CLM, ChemQuest, the Homeless Shelter Program started
through St. Mary‘s Hospital, and four neighborhood clinics. Further work on this plan
resulted in a document entitled ―Carondelet LifeCare Ministries: A New Vision‖ which
was presented to the community at the end of October 1991. While the broad outlines of
the July plan remained, there were some changes. ChemQuest had been divested and was
no longer part of the CLM system. A Director for Advocacy and Ethics had been added
to 1) promote the values of the Catholic health care ministry in the formation of policies
and regulations as it affects the healthcare of all people; 2) collaborate with like
organizations at the local, state, and national level; 3) address advocacy issues such as
access to healthcare and healthcare needs of the medically underserved and homeless; 4)
influence public policy and healthcare; and 5) collaborate in the creation of a Center for
Health Care Ethics with the College of Saint Catherine. The Carondelet Auxiliary was
formed to promote public relations and fundraising for specific projects for CLM. The
Clinic and Homeless program ideas were still in play and two other initiatives were
mentioned. These included Sisters Care, the homemaker/home health aide program to
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keep people in their homes, and Seton Program, a charitable program for poor, pregnant
women (Sisters of Saint Joseph, 2010b).
Carondelet LifeCare Ministries had gotten an organizational start and with the
final sale of St. Mary‘s Hospital to Fairview in December of 1991 actual operations could
commence. This work has lasted to the present day and has been administered by two
Executive Directors. Mary Madonna Ashton, CSJ, continued her leadership with CLM
and served as its CEO from 1991 to 1999. Stewart Laird served during this time as Chief
Operating Officer (COO). In 2000 Mary Madonna and Stewart Laird retired and Barbara
Dickie was hired to lead CLM. The CEO and COO positions were combined and Dickie
became the Executive Director of CLM. The rest of this chapter will be organized
around the two administrations that have guided the organization from 1991 to the
present day.
Mary Madonna’s Administration: Progress and Early Challenges
CLM started operations with the Homeless Shelter Program and St. Mary‘s
Health Clinics Program in 1992. The SMHC program was run by CLM directly; the
Homeless Shelter Program was a Hennepin County program to which CLM contributed
volunteer physicians and some medical supplies. The Advocacy Program was started in
September, 1992 when Mary Heinen joined the staff on a half-time basis. There were six
core staff members at the end of the first year of operations, three CSJ members and three
laity. The first clinic opened at Northside Child Development Center on January 30,
1992. It was followed by The Women and Children‘s Center in South Minneapolis on
March, 10, 1992: The Ascension Neighborhood Clinic in North Minneapolis on June 22,
1992: St. Matthew‘s Neighborhood Clinic in west St. Paul on August 3, 1992: and the
Park Avenue Clinic on Park Avenue in Minneapolis on December 3, 1992. Tables 4.3
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and 4.4 lay out key statistical information by fiscal year during the Clinics existence.
Statistics on the table are organized by the years that the two Executive Directors were
leading the organization, 1992-2000 for Ashton and 2001 to 2009 for Dickie. During this
first year and in succeeding years several challenges created adjustments and
modifications to the Clinics operations. This included finding the right kind of facilities
and locations, getting volunteers to staff the Clinics, working out the procedures to get
needed drugs and lab tests for patients, and moving supplies and people to get to the
Clinics.
Table 4.3
Selected Clinic Statistics during Mary Madonna Ashton’s Administration
1992*
340

1993
1,598

1994
3,102

1995
6,674

1996
5,063

1997
4,413

1998
4,160

1999
4,483

2000
4,712

NT

NT

NT

NT

NT

2,859**

2,653**

2,702

2965

3

7

9

11

11

11

11

10

10

First Time Patients %

NT

NT

62%

52%

43%

42%

51%

50%

45%

Return Patients %

NT

NT

38%

48%

57%

58%

49%

50%

55%

Total Open Clinic
Sessions

41

235

415

513

601

601

565

567

546

Total Walk-Ins

NT

NT

NT

NT

NT

NT

NT

337

351

Total No-Shows

NT

NT

NT

NT

NT

NT

NT

600

694

Total Clinic
Volunteer Hours

1,969

3,715

8,329

8,409

9,741

9,497

9,489

9,777

10,006

Total Active
Volunteers

NT

NT

NT

NT

213

254

215

217

200

% Caucasian Patients

NT

42.0%

59.0%

68.4%

69.0%

47.4%

44.3%

39.0%

38.9%

% Hispanic Patients

NT

3.0%

8.0%

7.2%

9.2%

12.9%

17.8%

27.8%

29.9%

% African American
Patients

NT

47.0%

27.0%

21.1%

17.5%

18.6%

14.5%

15.9%

18.8%

Total Pt. Visits
Total Pts. SMHC
Total Clinic Sites at
Years End

% Native Asian
NT
4.0%
3.0%
2.4%
2.8%
3.5%
4.3%
4.6%
4.1%
Patients
Note. 1992 statistics from January 1 to June 30, 1992. All other years go from July 1 to June 30 of the next
calendar year. Ashton was CEO from July 1, 1999 to January 30, 2000. Barbara Dickie started in January
31, 2000. NT= not tracked **= estimated values
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Table 4.4
Selected Clinic Statistics during Barbara Dickie’s Administration
Total Pt. Visits

2001
4,608

2002
4,764

2003
4,852

2004
4,497

2005
5,082

2006
5,021

2007
5,320

2008
5,859

2009
6,134

Total Pts. SMHC

2,751

2,731

2,579

2,236

2,530

2,530

2,635

2,589

2,957

Total Clinic Sites at
Years End

10

9

8

8

9

9

9

9

8

First Time Patients
%

43%

39%

32%

31%

32%

32%

28%

24%

33%

Return Patients %

57%

61%

63%

68%

68%

69%

72%

76%

67%

Total Open Clinic
Sessions

533

538

563

525

558

555

560

622

672

Total Walk-Ins

308

321

400

375

428

299

312

114

26

Total No-Shows

663

630

612

646

718

612

691

569

649

Total Clinic
Volunteer Hours

9,684

9,381

10,145

10,098

10,575

10,795

11,699

12,744

12,953

Total Active
Volunteers

181

199

182

194

202

215

215

272

300

% Caucasian
Patients

39.0%

38.9%

27.9%

21.8%

24.0%

22.6%

22.1%

21.2%

21.2%

% Hispanic Patients

36.6%

36.0%

49.5%

62.0%

61.4%

61.0%

59.0%

60.3

64.0%

% African American
Patients

17.2%

18.0%1

16.8%

11.2%

10.3%

12.3%

13.1%

12.1%

8.7%

% Native Asian
5.1%
5.1%
4.4%
3.1%
3.1%
3.4%
2.9%
Patients
Note. Fiscal years go from July 1 of the year to June 30 of the year noted in the column.

4.0%

3.6%

Finding the right place: beginning assumptions and clinic type. As CLM
planned for its mission, vision, and business plan several assumptions were developed as
to how the CSJs wanted to run the Saint Mary‘s Health Clinics (SMHC). Some of these
were based on lessons learned by the Sisters as they worked their street ministries and
some were learned from the challenges raised by running St. Mary‘s Hospital. They were
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listed in the 1992 SMHC annual report and included as a framework for establishing a
clinic site:
To serve people who were ―falling between the cracks‖ in our health care
system, i.e. those in low paying jobs without medical coverage, those
whose medical coverage was inadequate for ordinary needs, those who
were awaiting eligibility decisions for public assistance, etc;
To collaborate with neighboring health care and social service providers,
both public and private;
To seek donated space in existing community facilities in low income
neighborhoods;
To develop Focus Groups in each neighborhood whose members could
advise us on the needs of their respective areas, and help us establish a
clinic. (Sisters of Saint Joseph, 2010b)
The patient eligibility question also came up early on in the planning of the Clinics. It
was decided that to be eligible, patients could not be eligible for any government
programs. This has been a continuing question for SMHC as the environment as changed
and will be discussed more in Chapter Six.
The initial clinic opening at Northside created a lot of excitement and became an
excellent ―photo opportunity‖ for SMHC as the local bishop attended the event. Mary
Madonna remembers;
We had a big celebration when we opened that clinic, the Bishop came
and blessed the space (laughs). And did all kinds of fun things to get
publicity as well as to let the people in the neighborhood is what we really
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wanted is that the people in the neighborhood would get to know about
us…We are our own little program and invited the neighborhood and
balloons and you know, cookies and coffee or something. (Ashton,
2010b, p. 20)
Immunizations were a common clinic activity there as the area contained a large number
of single parent families and the center specialized in programs for children.
However the facilities at Northside exposed a problem that SMHC had not
completely thought out. A certain amount of space and facilities were needed to really
open a proper clinic.
We‘ve become very much more aware of the space that we need in order
to conduct a decent clinic. I mean we started with one room for a clinic
and some waiting space that was public and as time went on we saw that if
we were really going to maintain the dignity of the person, the privacy
that‘s necessary and also to move efficiently as far as the doctors and
nurses are concerned, that we needed at least two clinic rooms and we did
add a dressing room and we needed some space for admissions. We
became much more aware of it in order to conduct a clinic in an
appropriate professional way, we needed to ask for more space than we
thought we were gonna need in the beginning. (Ashton, 2010b, p1)
Running water and bathrooms were another important part of the physical space needed
for a clinic. Each site also has storage space for examination tables and other basic
equipment.
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Operations at Northside also provided another discovery. Based on the initial
Clinic assumptions many of the people were not eligible for services. This created some
refocusing of the development and selection of Clinics as SMHC expanded in the coming
years.
…the woman who was in charge of the Northside Center wanted us to get
all of the children in that place into the clinics and they weren‘t all
eligible. Which made it really difficult for us, some of them were eligible
for public, alot of them were eligible for public assistance. We decided at
that point that we needed to be careful about the location because much to
our surprise the inner city, I mean, we thought we‘d be mostly in the inner
city, the inner city is where if you‘re poor, you‘re usually are eligible for
public assistance. And so as we began to recognize where the people were
who were uninsured were more apt to be on the inner suburban areas than
right in the inner city. (Ashton, 2010a, p. 17)
This realization has pushed SMHC to open up clinics in other places outside of inner city
neighborhoods and into the suburbs. Currently four of the eight clinics are in suburban or
first ring suburbs.
The process for finding the individual Clinic sites is still used to this day. SMHC
was and is concerned about meeting actual need and being in the right place to do that.
Often, especially during those early years the Clinics had several requests to start Clinics
in different parts of the Twin Cities. A survey and focus group process has been
followed to determine if the need is really there, that there are not other services available
(including existing CSJ programs), and the physical facilities are adequate. This process
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has been an effective one. While initially Mary Madonna envisioned 15 or 20 clinics
around the Twin Cities area, the Clinics have maintained an average of nine clinics on a
yearly basis with eleven being the most clinics operating in any one year. What has been
more common is that the number of days a clinic is open changes or that there are
changes as far as the neighborhood where the clinic is located (See Appendix I).
Getting volunteers to run the show. One of the ongoing success stories for
SMHC has been its ability to get and use professional nurses, doctors and other persons
to volunteer for service. At the initial start of the Clinics there were a lot of questions
about how the staffing for the Clinics would go. The use of volunteers had, ―not crossed
my mind‖, as Mary Madonna recalled the initial setup and structure of the Clinics.
However, she used her contacts at St. Mary‘s Hospital and as state Health
Commissioner to gauge interest in volunteering. She talked to Dr. Tom Hollins, the head
of the Hennepin Medical Society to see if there would be interested physicians. A survey
netted 60 MDs who were willing to volunteer. With some more discussion 30 MDs
eventually volunteered or consulted on clinic development that first year. She moved on
with nursing friends and the CSJs. Other first year volunteers included 29 nurses, 19
admissions volunteers, and 23 other volunteers who worked in office/support activities. A
total of 16 volunteers noted in the inaugural annual report were CSJs.
Additional volunteer needs developed with the Clinics. Initially CLM invested in
a van to help with transporting clients to clinics. This turned out to be unnecessary as
there were few problems with people getting to clinics because of lack of transportation.
So the van was sold. However drivers were needed as many medications and client
records were kept at the CSJ central offices at the Carondelet Center in Saint Paul. These
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materials needed to be transported to clinics for the weekly or biweekly clinic sessions.
Samples also needed to be delivered to the hospitals for lab tests. Thus volunteer drivers
were recruited for these jobs.
A large number of non-English speaking clients, particularly Hispanic, created an
almost immediate need for interpreters. The clinic at St. Matthew Community Center
had a high concentration of Hispanic clients, and as SMHC grew other sites had
additional Hispanic-speaking clients. Interpreters were often recruited on the fly in the
early years with those people who happened to be family. Sometimes a handy Spanish
speaking volunteer was used. The first notation of regular interpreter volunteers in the
annual reports was 1996. Interpreters contributed 157.25 hours, 1.5 percent of the total
9,986.5 volunteer hours provided that year. This has grown considerably since then.
The main need for interpreters for SMHC has always been Hispanic speaking.
This may appear surprising to some given that the Hmong and Somali immigrant
populations get more attention in local Twin Cities' media. Sister Marie Theresa
Belanger expressed a view of why this was that was echoed by others who did oral
history interviews.
…if they come and they‘re legal immigrants, there is a coverage
(government programs such as Medical Assistance or MinnesotaCare). If
they come and, you know, they‘re not legal, there is no coverage, and
some have come because someone supported them you know and got
them in and then often times a person who supports other immigrants finds
as time goes on that they can‘t afford it. …so where we may have said,
but you were sponsored and therefore you need be covered or you are
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covered by your sponsor, they began to tell us, no they can‘t sponsor me
anymore, that sort of thing. So, we‘ve had to, not enforce that at all and
withdraw that kind of, kind of thing as far as eligibility. So I think all of
that has affected, you know, our not seeing as many others from other
cultures. (Marie Belanger, 2010, p. 20)
This ability to expand to provide services that create trust between clinic staff, volunteers,
and patients has been very important to the success of the Clinics. In addition many
Hispanic people are Catholic. Although the Clinics are non-denominational, the Catholic
connection is still there, increasing the chances that Hispanics may be more aware of
Clinic services. One of the longest standing clinics is in Saint Matthews church, a
heavily Hispanic populated part of St. Paul.
Volunteer resources and the ability to get volunteers are a critical part of the story
that will be explored more in Chapter Six. Other challenges marked the first eight years
of Clinic history. These included, securing support for drugs, specialized procedures, and
lab work. The system to screen patients and create logistical and supply systems also
created obstacles to be met.
Creating an infrastructure for care: Services, supplies and process. While
volunteers are a very visible means of fulfilling the needs of clients, other supports are
just as important. This includes working out access to hospitals, specialists and lab tests
as well as options for affordable drugs for clinics to use to provide the best treatment.
Stewart Laird was given the task to work out these arrangements in the early years of the
Clinics. These areas all needed diligence and negotiating skills.
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Laird was able to negotiate agreements with all but two of the Twin Cities
hospitals to get discounted services as needed. Part of the reason he stated that he could
do this was the changing of the health care environment and the position of SMHC in
relationship to the hospitals.
One of the reasons why we were able to get charity care from the
physician group but also the hospitals is that the government, ah, the
seventies and eighties, the federal government was accepting charity care
from non-profit organizations, basically, on what they stated as charity
care. They were changing (the) rule to say well, charity care should be
given by—to another organization, that‘s not yours. One of the
advantages for us especially with hospitals in getting charity care from
them is that we were in arms-length transaction for, we were another
organization that was coming to them that was clearly identified that it
was a charity patient and so they didn‘t have to go through all the federal
rigmaroles to do it. (Laird, 2011, p. 14)
Specialist agreements were also made this way and the number of specialists who take
SMHC patients for specialty services has steadily grown over the history of the
organization. Diane Peters, the current and original Clinic Operations Manager and
Patricia Hein, the first Clinic Nursing Supervisor, took lab tests over to either St. Mary‘s
Hospital or St. Joseph‘s Hospital each night after the Clinic session to get samples tested.
As the Clinics grew a courier service was used to transport these materials over to each
hospital
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Prescription drugs and drug supplies for the Clinics has been a regular challenge
to both the cost of doing the work of the Clinics and having appropriate availability.
Even today it is the largest single part of the out of pocket expenses of the Clinics, ending
up as over 15% of the costs (personal communication, Barbara Dickie, February 17,
2011). Originally local pharmacies close to each individual clinic were being used for
drug needs. Stewart Laird worked to streamline this process and reduce costs through the
Cub Food chain, a subsidiary of Super Valu. He made contact through a volunteer
physician who worked at SMHC.
his oldest brother was operating the company at the time and so I went and
saw him and told him what we were doing and, and that, would they
consider providing us medications at their cost, ah, as a community
service and, he said well, you know, I can‘t really make that decision
because we‘re owned by Super Valu, but I‘ll bring it to them and we‘ll see
where it goes. Well, it took about three months of some talking, more
information to them and they said yeah, we‘ll do it. Ah, so we worked out
where all their stores and at that time they had 38 pharmacies in the Twin
Cities market, that all of their stores we would write a prescription that
they would be identified as St. Mary‘s Health Clinic, that automatically
told the store that it had to go to this account and then they billed us once a
month. (Laird, 2011, p. 12)
The agreement was reached June 9, 1997. The Clinics paid for prescriptions at Cub‘s
cost plus a $2 dispensing fee. These efforts created a solid source of supplies and
medical care for patients, and still are largely in place today.
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Once the stream of services and supplies were in place a system had to be
developed to get them to the clinics on a regular basis. Since each clinic was in a
building not owned by SMHC, a strategy was developed to bring out supplies and
information about the patients being seen that day to each clinic before the session
started, and then moving everything back to the central office at the Carondelet Center in
Saint Paul.
This is a complex system that required a staff member with dedication and
attention to detail to make it work. SMHC found that person when Sister Marie Theresa
Belanger joined the staff in 1993, first volunteering as an admissions person and then
coming on as SMHC Clinic Coordinator. She had worked running the CSJ Free Store in
the Saint Stephens parish area the ten years prior to coming to the Clinics. Initially
communication started in a looser way with directions in notes and paper schedules.
However as the Clinics grew a more sophisticated system needed to be developed. First
forms were developed to create a patient chart to help the doctors know why they were
seeing patients and have some sense of the patient‘s history. Then a supply list was
developed to organize what was going to each clinic each day and as a way to order
refills. Finally a color coding and crate system was developed to keep the individual
clinics separate.
When we began to have more of the clinics, uhm, we had kind of a
counter with a long shelf under it. We secured a plastic crate for each
clinic and lined them up on the shelves. The nurses would put charts and
any supplies they wanted to send to the clinic in the crate. I would pack it
all in a clinic bag the day the clinic was open. We could keep the patient
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charts distinct, as one crate was like Ascension and it had red nametags
on its bag and a red sticker went on the patient‘s chart. And, that, that
crate had a red tag on it. So, and then we had red and green and gray and
brown and blue and purple, and (laughter) practically all the colors. (Marie
Belanger, 2010, pp. 7-8)
Eligibility and staffing changes. Determining who would be eligible for Clinic
services was a challenge. The sisters wanted to catch people who were ―falling through
the cracks‖ and not otherwise eligible for government assistance with health care. They
realized with their initial inner city locations that many people were eligible for state
programs like Medical Assistance and MinnesotaCare, but just did not know how to get
involved. Part of the solution was moving clinics to where the need was greater.
However the other piece of the puzzle was getting more people signed up for these
programs. Stewart Laird describes how this was done.
(The) Minnesota Health Department was having problems in enrolling
MinnesotaCare, ah, clients into their program. And, they knew that that,
we were seeing a number of eligible people for that and, ah, so, they
wanted us to basically come under their wing in providing services. We
studied taking Medicaid patients and for the government had so many
restrictions that we figured we‘d have to have two to three people on our
staff just filling out forms to satisfy government things, so, we refused it.
So then they came back and said, well, we will reimburse you for a staff
person to enroll patients in MinnesotaCare. (Laird, 2010, p. 17)
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A part-time position was funded by the state Department of Health for a person to help
patients enroll in MinnesotaCare. This funding has continued and guiding people
through the application process has been a valuable SMHC service.
Retirement and transition. The Clinics had gotten off to a solid and promising
start under Mary Madonna‘s leadership. Both Mary Madonna and Stewart Laird were
considering retirement at the end of 1999. A search process was started to look within
and outside of the order for new leadership. At a November 22, 1999 CLM board
meeting Barbara Dickie was recommended to the Provincial Council for hiring as the
new Executive Director. She was officially appointed effective 1/31/2000.
Dickie inherited a thriving organization. The Clinics, ten sites strong, served
2,965 total patients through a group of 200 active volunteers. The hours those volunteers
were serving were at 10,006, the highest total in the history of the Clinics at that time.
Malpractice insurance coverage had been developed in an agreement with Travelers
insurance for medical volunteers. Clinic sites included both inner city and suburban
locations throughout the Twin Cities. The arrangement with Cub pharmacies had helped
partially reduce prescription drug costs. The paid staff numbered thirteen people
including the Minnesota Department of Health position and a Community Resource
Specialist which helped publicize awareness about SMHC. In addition a pilot program,
called Caring Clinics, had been started in 1999 with Park-Nicollet Clinics in order to help
SMHC send eligible patients to two Park-Nicollet physician clinics in the west metro
area. Altogether the Clinics appeared in a strong position to continue the healthcare
ministry of the CSJs.
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Barbara Dickie’s Administration: We’re in it for the Long Haul
Barbara’s background and initial strategic plan. The move to hire a non CSJ
to lead SMHC is a move that has been repeated in many of the CSJ ministries as the
number of active sisters continues to decline. However Barbara had excellent
background and a St. Mary‘s Hospital connection that made her aware of the CSJs and
supportive of their mission. Originally graduating with a nursing degree, she had gone on
to get her Masters in Health Administration. She had served in several nursing
administrative positions, including Riverside Medical Center, the larger Fairview system
of hospitals and clinics, and Regina Medical Center in Hastings. While not Catholic
herself, she had experiences with the CSJs at St. Mary‘s and entered her new role with
excitement and curiosity.
I really had never met Sister Mary Madonna before and many, many of
my friends, are Catholic and knew of the CSJs and of Sister Mary
Madonna. I knew her in name only because of her connection with
Department of Health. But, understanding that they had started St.
Catherine‘s College and Cretin-Durham and a number of the other schools
in St. Paul and were very highly regarded. Most my friends were very
supportive of me to move into this position. I felt very honored to be
offered the position, I thought that the Sisters were very bold and
adventuresome and had a great deal of experience in areas of that I was
interested in, so not only, was I flattered that I was offered the position but
went into it feeling fully supported. (Dickie, 2010, p. 2)
Over the ten years of her leadership Dickie has initiated several strategic plans to
help guide the course of the organization. This has been in response to several changes in
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patient trends and the healthcare environment as well as some changes in the organization
of the Province as well. Her first strategic plan, detailed in a document entitled
―Continuing the Vision II‖ built on the original ―Vision‖ of 1991 and a second strategic
plan developed by Ashton in 1995. It included three strategic goals; 1) a focus on quality
improvement using Continuous Quality Improvement (CQI) and other strategies to
improve patient care, volunteer experiences, and clinical work processes; 2) striving for
predictable funding and; 3) working to match SMHC‘s limited resources to the need out
in the community.
In the 2008-2011 Strategic Plan these goal areas are reinforced and expanded.
They include training programs for interpreters and skills in cultural competency by
volunteers, expansion of the diabetic education program, and evaluation of electronic
records, dental and mental health options for the Clinics. There is emphasis on making
the advocacy efforts more visible and more of a shared job of the Board of Directors.
There are goals to look at a mobile clinic and/or mobile dental van to provide services.
Finally there is a goal of expanding partnerships with other interested health systems like
the Park Nicollet system model, started in 1998. More will be said about this model later
in the chapter.
In 2005 the SMHC board officially voted to change the name of the organization
from Carondelet LifeCare Ministries to Saint Mary‘s Health Clinics to ease confusion
and better represent the nature of the organization. Sisters Care had been stopped and the
advocacy portion of what the Clinics were doing was already represented by Sister Mary
Heinen‘s position as Director of Advocacy.

REFRAMING MISSION

103

Funding and demographic changes in the patient base. The strategic plans
reflected sometimes sweeping changes that were happening in the life of SMHC. These
came from changes in funding and a change in the type of patients and the illnesses they
needed to be treated for at the Clinics.
The Sisters of Saint Joseph initially provided some direct funding for the Clinics
in terms of seed money and then ongoing direct contributions each year. However the
money was beginning to run out at the time Barbara Dickie took over as Executive
Director in 2000. The Sisters had envisioned a limited time for the Clinics to be in
operation as they thought universal healthcare in the form of the Clinton healthcare
program would meet the need that the Clinics were addressing. This CSJ contribution in
terms of the percentage of SMHC revenues continued to decline from a high of 22% in
1996 to 17.8% in 1999 to nothing directly by 2004 (Sisters of Saint Joseph, 2010b). In
2002 in an accounting move the minimal rent SMHC was charged for using Carondelet
Center space by the CSJs was increased over a 3 year period until it reached fair market
value.
As the direct CSJ contribution for the SMHC budget decreased efforts for
donations and grants increased so that by 2004 SMHC was receiving 41% of its revenue
from this source. Another fundraising source that has been very important for the
Clinics is the annual SMHC Carondelet Gala. A holdover from the Carondelet
Community Hospital days, the Gala was a way for St. Josephs and St. Mary‘s Hospital to
raise money. When St. Mary‘s was sold the Gala became a CLM tool that was
specifically set aside for SMHC. It has had a very successful history and has contributed
15-18% of the Clinics operating revenue each year (Sisters of Saint Joseph, 2010b).
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This change of focus to grants and donations brought a new focus on how the
Clinics raise funds. It created a greater urgency towards working with other groups that
could donate or contribute services for the work of the Clinic. This has included services
provided by health systems such as Park-Nicollet, specialty care by physicians, donation
of clinic space, lab tests, and prescriptions. Volunteer hours are also considered donated
services and are vital to patient care.
The Clinics have had some success with grants and donations. Actual donation
amounts are not listed in annual reports but in the 2010 annual report 19 corporate donors
are mentioned (Sisters of Saint Joseph, 2010b). The CSJs started the Carondelet
Ministries Foundation in 1993 to coordinate and work at gaining funds for all their
ministries. The Foundation administered the Gala mainly for SMHC until 2003 when all
fundraising efforts were officially transferred from SMHC staff to the Foundation. The
Clinics have had two notable grant successes since Dickie became Executive Director. In
2002 the Minnesota Department of Health awarded the Clinics an Eliminating Health
Disparities Grant for its work with Hispanic populations. This lasted until 2010 and the
Clinics now have a Diabetic Education Enhancement Program (DEEP) that came out of
this grant to educate the Latino community about the effects of diabetes. In addition the
Clinics also receive money for patient education in the Latino community through the
Minnesota Department of Health ‗Healthy Connections‘ program.
The emphasis on Latino patient populations was in response to a startling rise in
patient demographics. Initially in 1993 42% of SMHC patients were White, 47% of
patients were Black, and 3 % of patients were Hispanic. As of 2009, (the latest statistics
available) only 21% of patients were White, 8% of patients were Black, and 64% of
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patients were Hispanic. Almost 49% of the total patients in 2009 were non-English
speaking (Sisters of Saint Joseph, 2010b). Almost 64% of the patients are female, almost
40% are unemployed, and 43% are 35 to 54. Along with these demographic changes the
amount of chronic illnesses and multiple illnesses have changed, increasing the number
of repeat patients to 80%. Diabetes and diabetes-related illnesses are one of the most
common illnesses currently seen at the Clinics.
Staff changes to meet new needs. The funding and demographic changes have
had a ripple effect on the nature and number of the SMHC core staff in the last ten years.
The first change happened immediately with Dickie‘s appointment as Executive Director.
The position of Chief Operating Officer (Stewart Laird‘s position) was abolished with his
retirement and his duties were assigned to Barbara Dickie and Diane Peters.
Because of financial pressures with the funds available from the SCJs, SMHC
went through a 30% cut in budget about 6 months after Dickie started as administrator.
The staff was decreased with Pat Hein, the Clinics original nursing supervisor, leaving
the organization and a decrease in the hours of two other employees. This brought the
paid staff FTE to 6.8, the lowest it had been since the early days of the Clinics (Sisters of
Saint Joseph, 2010b). Since that time there has been a slow expansion of staff. Today
there are 16 core staff members who work a total of 11.25 FTE. Additional staff
positions have included increased time for patient scheduling and intake coordinators to
develop a patient chart using a computerized detailed questionnaire that checks on
eligibility of patients for services. Several of the new hires were bilingual to help with
the Hispanic population. Nursing supervisors have also increased to work with nursing
volunteers at each clinic. As a result of the Eliminating Heath Disparities grant Christin
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Flood Urdangarin was hired as a Clinic/Parish liaison to assess needs and resources and
today provides education related to the DEEP program. In 2006 Carlos Vidal was hired
to coordinate the increasing demand for interpreters at clinic sessions.
Advocacy and expansion of the Park-Nicollet connection. Another change in
emphasis in SMHC communication has been an increased mention of advocacy for health
care and the health care status of the patients the Clinics serve. Sister Mary Heinen was
involved in advocacy ever since she joined the Clinic staff, but more information and
requests for action started appearing in annual reports in 2005. The content of these
messages most often related to the potential or actual changes in state health funding for
programs like General Medical Assistance and MinnesotaCare. With the debate about
national healthcare reform coming to a fever pitch and the passage of the Federal Patient
Protection and Affordable Care Act in March 2010, concerns about how this will affect
Clinic services and patient options are also discussed.
The Caring Clinics pilot program with Park-Nicolet has also expanded to 11
clinics currently. The inspiration for the Saint Mary‘s / Park Nicollet partnership came
out of a community meeting that both Mary Madonna Ashton and Chris Johnson, current
Medical Director of the Park Nicollet Foundation attended. In that meeting a community
worker told the struggle of trying to get medical help for a child without insurance. The
child had gone to several Clinics but had not gotten care because of a lack of insurance.
Eventually they did find care at Hennepin County Medical Center and it turned out fine.
However it pointed out a frustrating flaw in the system, as described by Chris Johnson:
the realization that came out that is that I knew the docs at all of those
clinics and I knew that if anybody had gone back and said to any of those
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doctors, say, I‘ve got a child who has had some kind of a head injury, a
minor head injury, would you see them, they don‘t have insurance, I know
that everyone of those docs would have said, well, absolutely, I would see
them. And, so the realization was that we had set up business processes,
business services that were creating a barrier where it would have never
been anyone‘s intent that they would have created that barrier. (Johnson,
2011, p. 3)
There were also volunteer doctors who worked for Park Nicollet as well as
volunteering at SMHC who suggested that patients might be better served if they were
triaged at the Clinics and moved directly to the doctor‘s private offices for ongoing care.
The Wayzata Internal Medicine Clinic in Wayzata and Creekside Family Practice in Saint
Louis Park were the first practices used in the pilot. The model is designed to have
SMHC screen people for eligibility and if they fit the criteria and also can be seen in the
Park Nicollet system refer them to Park Nicollet to be seen at one of their 11 locations
rather than come to a Saint Mary‘s Clinic for their first visit.
The advantages of the model as discussed by several interviewees including Mary
Madonna Ashton, Barbara Dickie, and Chris Johnson included providing a continuity of
care through Park Nicollet Clinics and specialty clinics, allowing an existing Park
Nicollet patient to stay in the Park Nicollet system even when they lost their regular
insurance, moving people on to other programs in a consistent setting, and having the
ability to see patients Monday through Friday rather than just the one or two afternoons a
clinic might be open. Chris Johnson noted that Park Nicollet had to satisfy three early
questions before starting to see patients. The first was a conversation with the MDs at the

REFRAMING MISSION

108

clinics to see if they could handle the extra patients and not be overwhelmed. In the end
this did not prove to be a problem except at the Brooklyn Park clinic which had a higher
incidence of medically uninsured and underinsured patients than the other clinics. When
this happened there was some shifting of patients to nearby clinics. Park Nicollet was
also not interested in making eligibility decisions on individual patients. This job
remained with SMHC and Chris noted that Park Nicollet trusted the determination that
SMHC made. The third concern was an internal one relating to billing. Systems had to
be set up to avoid SMHC patients receiving bills. After some planning this was
accomplished and the system now runs smoothly (Chris Johnson, 2011).
Today SMHC enters practice with much of its original structure, organization,
and mission intact but with some significant changes and an ever vigilant eye towards the
changing healthcare market. The mention of mission and how that is honored in the daily
life of the Clinics were mentioned often during oral history interviews. The next chapter
will explore the mission of the Clinics and the effect it has on daily operations.
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Chapter Five

A Sense of Mission: Heritage and Tradition
On the other hand, we don’t like to brag about the fact that more people
are uninsured, so, Mary Madonna uses this expression herself, the more
patients we have, the more we have failed in this ministry because we
would hope that eventually, we would not need to be around and we
thought we wouldn’t be around after three years and now nineteen years
later, we are still around. (Heinen, 2010, p. 31)
The major concern of this research study is how the healthcare mission of the
Sisters of Saint Joseph (CSJs) has been changed and reframed with the events of the
selling of St. Mary‘s Hospital and the creation of Saint Mary‘s Health Clinics (SMHC).
Table 5.1 includes the missions from the organizations directly related to this change,
from Saint Mary‘s Hospital until today. In talking to subjects about the mission of
SMHC, four themes emerged. These include defining the mission of the Clinics, CSJ‘s
pride in the Clinics and engagement in mission through the Clinics, mission as a tool for
positive outcomes and Clinic responses to the environment, and stories of mission and
dreams of the future for the Clinics. This chapter will explore these themes through what
people said in their oral history interviews.
Defining the Mission
As the reader looks at the missions listed on Table 5.1, certain commonalities can
be seen between the multiple missions. This includes an emphasis on serving the needy,
poor, and medically underserved. It also includes the concept of neighbor, neighborhood,
and accessibility to care. Christian values are mentioned in a broad way using terms such
as justice, dignity, and the right to care. Using resources to meet changing needs was
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also mentioned. As I spoke to people about the mission of SMHC all these ideas came
out. In particular when defining the mission of the Clinics the first two concepts of
serving the poor and medically underserved and doing it in a direct neighborhood way
came out.
Another important part of the mission, although not as directly stated as serving
others, is the idea of advocating for those in need through the lens of social justice. This
is most directly stated in the Vision which is ―affordable, accessible, quality healthcare is
available to all individuals.‖ This dual approach of direct service filling needs and
advocating for others is often referred to by the CSJs as the ―two arms‖ of social justice.
Table 5.1
Mission Statements from the History of Saint Mary’s Hospital to Saint Mary’s Health
Clinics
Charism of the Sisters of Saint Joseph, St. Paul Province (from the 2007 Acts of
Chapter)
We work for right relationships with and among the Dear Neighbor. We choose to act for
justice and to walk with suffering people, especially in times of conflict. As a
Congregation we will use the power of our collective voice for systemic change. We will
join with other groups in addressing issues, especially those which demean or deny
human dignity and those which force the economically poor and marginalized to bear the
burden of unjust economic systems. We will view the implications of all issues from
local, national, and global perspectives.
Mission of Saint Mary’s Hospital (from Sampson, 1987, p.69)
The primary mission of St. Mary‘s Hospital is to promote the healing ministry of Christ
by treating our patients in an environment consistent with the Christian values and
principles inherent in the Catholic Church, as exemplified by our sponsoring order, The
Sisters of St. Joseph of Carondelet.
Original Mission Statement of Carondelet Life Ministries – 1991 (from the CSJ
Archives)
Founded on gospel values, we at Carondelet LifeCare, are an integral part of the Church‘s
healing ministry. We advocate for health care values and ethics based on our Catholic
orientation. We focus on the continuum of health care, especially for those who are poor
and medically underserved. We may function as service providers, managers,
consultants, coordinators, and facilitators. We accomplish our vision through hospitals,
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health clinics, education centers, community networking, national outreach efforts and
development activities. We adapt our resources to meet changing health care needs
consistent with the stewardship expressed in our mission.
Current mission, values, and vision of Saint Mary’s Health Clinics (2010 annual
report)
Mission
In the tradition of the Sisters of Saint Joseph of Carondelet, St. Mary‘s Health Clinics
will carry out the healing ministry of Christ by providing necessary and accessible health
services to the medically uninsured and underserved.
Values
Conservation of each individual‘s inherent dignity
Demonstration of healthcare as a basic human right
Consideration of the well-being of the whole person
Promotion of the common good by providing access to healthcare
Emphasis on the individual‘s personal responsibility for his/her own
health
Service through compassionate, ―hands-on‖ direct care
Justice through ethical and fair practices in the allocation of limited health
care resources
Vision
Affordable, accessible, quality healthcare is available to all individuals.
________________________________________________________________________
Serving the poor, needy, and medically underserved. These phrases were at
the heart of any definition I heard when I asked the question, ―how would you define the
mission of the Clinics?‖ Some examples were included in a definition given by Carol
Novak, one of the nursing supervisors, and Mary Madonna Ashton.
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Well, I‘ve heard that, well, I volunteered so I knew about it, but I had
heard before I volunteered that they served the under-insured, the working
poor. And people who could not get on any other government programs
who weren‘t eligible for the government programs, so, but were, had
fallen through the cracks, of the system. (Nursing Supervisor, 2010, p. 3)
And Mary Madonna:
The purpose is to take care of people who are uninsured, in low-income
economic situations, and to help them, receive medical care at an early
stage in their illness so that it doesn‘t develop into ah, major crisis, even
though we‘ve had some that had come to us late, but the purpose was to
try to get people who were in their neighborhoods to come to us early on
in the—in their, in their illness and to take care of the uninsured and those
in low-income groups. (Ashton, 2010, p.3)
Inherent in these definitions were the idea of the Clinics being a safety net,
helping those who otherwise might not have availability to services. The idea that these
values had already been a part of the CSJ view prior to the move from St. Mary‘s
Hospital to the Clinics was identified by Diane Peters as she talked about the CSJ mission
over time.
…they‘ve always been interested in the underserved so, I think changing
that ministry from hospitals that were being replicated by other
organizations. They really didn‘t feel they were the only ones that could
do that. And going to this free clinic which is just almost unheard of,
there are very few free clinics that provide all the services that St. Mary‘s
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do, so they were very innovative and very connected and, uhm, their other
prong is their advocacy, they‘re working very hard to try and advocate for
the underserved and for people without health insurance and uh, they were
very instrumental when Carondelet LifeCare organization was up and
running in getting Minnesota Care up and going. They were part of that
group that, that got that plan going, so, uhm, they‘re really pioneers in a
lot of things for healthcare and committed, I don‘t see them stopping with
this, their healthcare ministry until there‘s no longer a need and I don‘t
think that will ever be. (Peters, 2010, p 6)
Meeting the needs in the neighborhoods. The idea of meeting needs where the
people are has been a strong common thread of everyone I talked to and much of the
archival materials that talk about how and why the Clinics were formed. This willingness
to move to where the need exists is evidenced by the twenty one total clinic sites for Saint
Mary‘s Clinics in the history of the organization (Sisters of Saint Joseph, 2010b).
but really the idea was rather than build a building and have people come
to you, that we would go out into the community and be among the people
and I think that is one of the key, pieces of the Sisters‘ values are their
charter (charism) that they follow and, so the idea was not only in sync
with their value and their mission, it was economically beautiful because
you were accomplishing so many things…it‘s perfect, because in having
our clinics out in donated space, you‘re near the people, you‘re calling
attention to the plight of the uninsured and the needy, you‘re close to
where they live, you‘re engaging, not only the patients but the volunteers
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and the churches and the neighborhoods around this issue of the
uninsured, so you have that plus because you‘re in donated space you can
be fairly mobile. As the need changes, I say it‘s almost like a M.A.S.H.
unit. I mean you can, we can close a location and open up somewhere else
so we can always be right on the forefront of where the need is, which,
which I think fits with what you‘re asking. (Dickie, 2010, p.4)
The value of the neighborhood connection is held so dearly that the Clinics have
stuck to it despite advice from outside sources that a fixed location would be less
expensive in terms of costs and staff for the whole organization. Part of this value is the
belief in volunteers and the necessity of volunteers to bring the Clinic mission to the
greater community. Diane Peters provides the argument.
But, it‘s, it‘s hard, I mean, it, we had, we had an auditor come in and say
to us if you held every clinic session in this building, you‘d have a 40-hour
week, you‘d have one doc, two nurses, one reception person and you
could see people and it would be you wouldn‘t need half the staff, you
wouldn‘t need half the volunteers, you wouldn‘t need all of what you do,
but our mission is to get out there in the neighborhoods where people can
go to a place they‘re familiar and to a place close to home. So, we have
drivers that take all our equipment and our charts and our medications and
our supplies out to a clinic each, each day for clinic session, someone
brings it back at the end of session and there‘s a lot of transporting back
and forth and logistics and it‘s, it‘s very complex and organized, but
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that‘s, that‘s how we keep that system out in the neighborhood. (Peters,
2010, p. 6)
These values seem at the very core of the CSJ mission for SMHC. It is doubtful that they
will ever change as long as the sisters have some control over the process. What may
change is how they meet these values. As they did with the selling of St. Mary‘s, when
they felt the need was met by others they moved on to other ways to meet the values
expressed in their mission. This has gone on despite a decreased ability of the CSJs to
participate directly in their missions. Another theme surfaced around the knowledge,
pride, and ability of the CSJs to be engaged in SMHC.
The CSJs Pride in the Clinics and Engagement in Mission through the Clinics
While there are certainly other missions that the CSJs are involved in and
pursuing with great vigor, it was obvious from my work that SMHC is at the top of the
list in many ways. This is indicated by experiences I had in talking to CSJs who had not
had a ministry in healthcare. All of them knew about St. Mary‘s Health Clinics and most
were able to give great detail about how it started and Mary Madonna‘s involvement in
getting it going. During oral history interviews this came out as taking pride in the
Clinics and its mission coupled with some a feeling that they had some ability to speak up
and participate in the direction the Clinics were taking. This was tempered by the fact
that direct sister participation in the Clinics has dropped greatly over the years the Clinics
have been in existence.
Pride in the Clinics. Numerous comments were made about how much the
Sisters valued the SMHC ministry.
I think every sister knows the story of the Clinics in some way shape or
form, they don‘t know of all of the detail because they weren‘t involved in
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it, you know, but they know, they know, you say Clinics and they know
St. Mary‘s and they know their offices are here and they know there are
certain people who wouldn‘t otherwise have healthcare and I think
everyone of us is proud that we‘re doing it. (Margaret Belanger, 2010, p.
14)
Much of this pride comes from the fact that involves the greater Twin Cities community
and was an idea debated and created through the interaction of the CSJ community.
So, no, it‘s ah, I think it‘s a great ministry, it‘s obviously working well at
this point in time it isn‘t when it started, I don‘t think we envisioned
twenty years down the road, we for sure didn‘t and even if we had, we
wouldn‘t have envisioned the need and the spread across the Cities, but I
think it‘s kind of a testimonial to what, what we can respond to and what
the needs are and…And, I think so, because I think it came from the
community. It was, we all agreed, no we are not gonna spend that money
on ourselves, we‘re going to spend it in the community and there were
focus groups in the community, the Sisters‘ community as well as in the
general public to kind of formulate and narrow down this focus until we
actually got to healthcare (Margaret Belanger, 2010, p. 19)
Mary Heinen brought up the connection to the Sister‘s roots along with its visibility.
M:

Oh yeah, yeah, I mean they‘ll use that as oh my gosh, this
is the biggest, the best thing, we‘ve ever done.

J:

Why do you think that is?
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Well, because I think it‘s innovative, I think it is going
back to our roots and I think it is a very visible ministry,
you know people know about it. When you get around to
some of those neighborhoods where, you know, they see
the St. Mary‘s Health Clinic sign and I think they see it
kind of the extension of the ministry we started way back
when in healthcare and now we continue it but in very
different ways. (Heinen, 2010, p. 31)

CSJ participation in the Clinics. This dissertation has identified the trends of
the aging and decrease in the total numbers of Catholic nuns across the United States.
This has affected the St. Paul Province as well, decreasing direct sister participation in all
their missions. In addition the leadership of many of their missions has changed from
nuns being the directors and presidents of missions to lay people taking over the
responsibilities. SMHC has been no exception to this trend. Several of my subjects
commented on this trend and the reasons behind why they thought it may be happening.
…and it‘s a question of what you do as you age. Uhm, you can‘t, you
don‘t the energy level of a young person, but your mind doesn‘t age. I
mean your mind just keeps expanding, you keep learning new things,
doing new things, aware of more things and you let go of some stuff cause
you don‘t need it anymore, or whatever. So, I think with the community,
we‘re finding maybe we can‘t do it anymore, but we can enable someone,
some organization or we can as with Carondelet Village, we can partner
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with somebody and do it. So, that‘s kind of where we are evolving right
now. And, we can still plant seeds. (Margaret Belanger, 2010, p. 14)
Carondelet Village is a new initiative started with Presbyterian Homes to expand on the
original CSJ retirement community, and make it a senior living center for both the Sisters
and other non-sisters from the Twin Cities.
Sister Mary Heinen talks about the ministry experiences that each sister has
coupled with physical abilities and how this might affect CSJ participation in the Clinics.
First of all, we‘re getting fewer in number and we‘re getting older and
sometimes when you say what it means to volunteer in a clinic, it‘s like, I
just can‘t do that, I‘m just retired and I can do a desk job, but I really can‘t
drive and I‘m not good at this or that or I‘m having eye problems, et
cetera. The second, I think we find, is that there are people who feel if
you‘ve been in healthcare then why don‘t you do the, uhm, volunteering,
I‘ve been in education or I‘ve been in parish work or I‘m from St.
Catherine‘s and I‘d rather do that follow-up, I‘d rather—I would rather,
uhm, help a kid get through trigonometry or just this as soon show a
student how to do memoirs, that‘s what I do. (Heinen, 2010, p. 29)
The staff and volunteers feel the presence of the Sisters even though there are
very few of them involved in a direct way. Part of it seems to be the ongoing history and
reputation the Sisters have in the Twin Cities, especially Saint Paul. This presence is
shared by staff, volunteers, and patients as they interact and use the resources of the
Clinics.
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…even though they‘re not physically here, their support and the reputation
in the community and our patients, they just see us as a representative of
the Sisters. And the mission continues and what we do is founded in what
they started and what their mission was and their need and their want to
help people and especially to help the under-insured and uninsured and the
under-served and, yeah, their definitely a huge part of it, even though
they‘re not physically in it everyday. (Nurse Supervisor, 2010, p. 6)
So while the physical presence of the Sisters of Saint Joseph in the day-to-day life of the
Clinics declines, the spiritual and emotional presence of the nuns appears to be as strong
as ever. This connection appears to be known in the greater Twin Cities community as
well, and may help the Clinics in many ways when it comes to partnering with other
healthcare providers and getting donations for the work of the Clinics.
Mission as a tool for Positive Outcomes and Clinic Responses to the Environment
In some of the comments my subjects made about mission the mission itself was a
stimulus to provide satisfaction and positive outcomes for patients, staff, and volunteers
associated with the Clinics. It was also used as a tool to respond to changing dynamics
and needs in the healthcare environment. The following are some of the comments made
by interview subjects about using mission in these contexts.
Mission as a Tool for Positive Outcomes. Many people mentioned mission and
the positives of working in an organization such as SMHC as a source of satisfaction and
job pleasure. The nurses in the focus group all agreed that the emphasis on mission and
the type of work that comes from this mission as the reason why they work there. They
also talked about their commitment to meet with volunteers and make volunteering at
SMHC the best it can be. Another indication of this commitment is seen in the career of
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Sister Marie Theresa Belanger, who stepped down from her Clinic Coordinator position
in January 2011 to ―retire‖ to a Clinic admissions volunteer job. She asked for and got
permission to train a new person for her job over a period of four months before she
retired. This person‘s understanding of mission and holding dear the values inherent in
that mission were important in selecting the individual.
So, but, his personality and his readiness to and desire to be into it and it
was just, it was just apparent that he would, he would hold the details as
well as what was important to me. I could transfer to him that this was a
not a job that is you do this, this and this and you get paid for it that‘s it‘s a
serving kind of job that there are the certain things you‘re responsible for
and you need to do, but it‘s, but there‘s always these other things and
what‘s really important is that you realize you‘re serving the patients and
you‘re serving them through and with all these others who you respond to
also. And, and, he caught that very quickly. (Marie Belanger, 2010, p.17)
This challenge of serving and doing for people takes many forms and seems to a
certain extent related to the job the staff person is doing. Diane Peters talks about the
rewarding parts of her work as Clinics Operations Manager and how this will change for
her as she considers her coming retirement.
I really, really love this ministry. It‘s gonna be hard to leave it. I‘m gonna
be excited to retire, but, it‘s one of those jobs where it‘s kind of the best
job in the whole world, you know, you can come in the office and you can
figure out problems and, and, then you can, you can get up and get in your
car and go out to a clinic. And, you can talk to the volunteers that are
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taking care of these people and you can talk to the patients and you can
see what‘s being done and so, it‘s not like you‘re sitting at a desk and you
never get a feel for your work. (Peters, 2010, p.28)
These comments and others like it by almost everyone I interviewed serve as a strong
statement about people‘s commitment to the organization and its mission, and how
mission is a positive source of satisfaction and work motivation. Mission can also serve
as a guidepost to meet changes and challenges in the demanding world of today‘s
healthcare.
For the patients of St. Mary‘s the commitment to mission provides tangible things
in the forms of better health and a resource to get that treatment. There is some belief
from some of my subjects that the Clinics go beyond physical benefits.
I think that‘s what the Clinics have really done is they‘ve given a lot of
people hope, where things look pretty dark. And, I think, you just, if
people coming in, the way they‘re received, the way they‘re treated, the
way they‘re followed up, I think they get a very clear message I am
somebody important to these people, they care about me and I think the
more we can say that to each other and to society, the better off we‘ll all
be, so. My memory is kind of, kind of in that niche that this is a ministry
that actually gives people hope, they actually get the help if they need a
hospitalization they get it, they need a surgery they get it. If they need a
medication they get it, if they need to get linked into a system they get it.
They don‘t get that message we can‘t help you or you go there. (Margaret
Belanger, 2010, p. 19)
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Mission as a Tool to Respond to the Changing Environment. While mission
can provide positive outcomes and satisfaction on the personal level, the mission can also
guide how the organization responds to challenges and changes in its environment. The
healthcare environment in America since the Clinics were founded has been a very
turbulent and unsettling one, with great uncertainties lying in its future. The subjects of
this oral history commented about how mission affected how the organization met these
issues many times over the years.
The whole idea of the ongoing nature of the Clinics was mentioned by many
people in the study. The original idea of the Clinics was to be a stopgap for meeting
needs until national health insurance took over. When this became unrealistic the Clinics
had to move on to meet the need.
We thought well we‘ll have these four clinics and maybe we‘ll go to six
and we‘ll do this for three or four years and then we‘ll have to do
something else because it‘ll all be taken care of. Well, it‘s pretty clear, it‘s
not, it isn‘t taken of and it isn‘t going to be taken of anytime soon even
with all the new legislation, we‘re gonna have the illegal immigrants
among us who need healthcare. So, it‘s kind of like a spiral, it just keeps
moving different players, needs emerging and a different group of people,
but the needs are still pretty much the same. So, it‘s, our basic mission is
to respond to the needs of the neighbor in other words, wherever you are,
what is it that‘s needed that you can do. (Margaret Belanger, 2010, p.14)
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The other part of the response that was talked about was that the CSJs don‘t want
to be duplicating what is already out there. That was one reason for moving away from
St. Mary‘s Hospital and may be a reason to one day move away from SMHC.
I think that‘s what‘s amazing about the Sisters, they‘re always, they
always have their antenna up and they‘re really in sync with what is and
isn‘t happening…that really transitioned into working with other
community-based similar organizations because another thing the Sisters
don‘t want to do is duplicate what‘s already out there. So, if all of a
sudden there were upteen free clinics around, we would reconsider where
we put our efforts. (Dickie, 2010, p. 11)
Dickie goes on to point out that many of the sliding scale clinics in the Twin Cites
started out as free clinics. But charging a patient for clinic services creates questioning
on the part of volunteers who wonder why they are contributing time to the clinic because
you are charging people. That creates need for more staff which drives the cost of
running the clinic higher. Then if clinics start taking third party payments the need for
billing and collections come in, again increasing costs. This creates more pressure on
finding funding to pay for all this. So that has been part of the philosophy of SMHC to
balance need with what the Clinic can fund. A further discussion of this dynamic will
occur in Chapter Seven.
While mission is seen by my subjects as a source of positive outcomes and
strengths for the organization there have been some caveats to this perspective. Because
of the nature of the mission and the Catholic nature of the Sisters of Saint Joseph the
Clinics cannot meet all health needs.
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Well, there has been some issues in terms of like what we can present in
the clinics because of the Catholic mission. In terms of ah, family
planning, having information about planned parenthood because of their
relationship to abortion, so there is—I wouldn‘t say there is censorship,
but there has been, ah, you know, maybe we shouldn‘t have these out there
because of what it portrays to the mission we‘re trying to do here. (Nurse
supervisor, 2010, p. 6)
This can create some dilemmas for direct care staff and some potential differences in
approaches with other healthcare organizations that do not come from Catholic traditions.
The other danger a mission-driven organization can fall into is overstepping its
resources and capabilities. While I will talk more about some of the resource related
challenges in Chapter Seven, there are also philosophical traps that SMHC can fall into,
especially when it looks to expanding services. Diane Peters talks about this.
Oh, Mary Madonna and Mary Heinen and they always had stuff and Barb,
the minute she started wanted to do all these programs and I kept saying
no, so and so is doing this and so and so is doing this, we‘re a health
clinic, we need to stay focused on what we do best, and it‘s worked over
the years because when you start diluting, you know, the nuns still want us
to buy a dental van and I keep throwing up my hands and saying, are you
crazy? You know, you have some really good clinics going here, there‘s
lots of people in the Twin Cities that do dental, well, there isn‘t enough, I
said, then give them some money so they can do more patients. Don‘t put
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money into us trying to start up dental, we don‘t know how to do dental.
(Peters & Hein, 2010, p. 47)
While the mission is invigorating and inspirational it also needs to keep focused to
maintain the efficiency and effectiveness of the organization.
Advocacy: The second arm of social justice
The idea of fighting for others has long been a part of the CSJ method of
operating. This has included lobbying type efforts as well as direct action including
protest and picketing. This part of mission was incorporated almost immediately in the
SMHC structure when Mary Madonna created the position of Director of Advocacy and
Ethics in 1992. Several CSJs applied for the position and Mary Heinen, CSJ was selected
for the job. Heinen had moved on from being Provincial Director at the time of the sale
of St. Mary‘s Hospital and was coming off a sabbatical when the position opened up.
She had previous experience serving in the CSJ national office in Saint Louis as the chair
of the national advocacy committee. This committee combined the CSJs and the
Daughters of Charity, another order in Saint Louis. While working on this committee
Heinen had several experiences at the national level working for social justice causes.
This included contact and regular trips to Washington DC to present the sisters‘ views on
various issues.
Although she was starting with a new legislative body and new legislators Heinen
felt that the transition to Minnesota went very smoothly. ―Because Mary Madonna was
so well known at the capital it did not take much for me to introduce myself and where I
worked.‖ (Heinen, 2011, p.2) Heinen‘s job included dealing with advocacy efforts for
SMHC and being part of the CSJ presence in the new Minnesota Center for Healthcare
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Ethics, an organization supported by the CSJs, the Fairview Health System, and
HealthEast, a health organization centered in St. Paul and the eastern side of the Twin
Cities metro. Her involvement in the formal ethics piece of the job decreased fairly
rapidly as the Center for Healthcare Ethics became successful, and in 1997 the job title
was shortened to Director of Advocacy.
Heinen identifies three main parts of her role as Director of Advocacy for SMHC.
This includes tracking legislation, meeting with legislators about issues, and organizing
and presenting information about related issues to the other staff at SMHC. A fourth part
of the job has more recently developed with Heinen writing and presenting information to
CSJ and other audiences about health care advocacy issues. While she identifies all of it
as important Heinen describes some compelling reasons for getting the other staff at
SMHC educated through the organization and sharing of clippings and public resources
about the issues and advocacy concerns facing the Clinics.
This is what the public reads. This is what your families read, your
neighbors, your professionals and the people who may be coming to your
clinics…and you need to be prepared to answer the questions they ask.
You need to be prepared to respond to the volunteers who say, well what
do you make of this piece of legislation…to keep them informed so we are
a source of information for other people. And they‘ve (SMHC staff)
accepted that and taken that very seriously because they know that they
get these questions. (Heinen, 2011, p. 4)
While acknowledging the instances where the CSJs have been more active in the
community in publicly visible activities such as picketing and protest, Heinen states that
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advocacy for SMHC has been more about communicating with legislators directly
through letter writing and meetings. She also pointed out a large array of ways advocacy
efforts for SMHC collaborates and joins forces with other groups to work at issues.
These groups include those within the CSJ community, such as the CSJ Provincial
Commission on Social Justice, and those outside the CSJs, such as the Joint Religious
Legislative Coalition (JRLC). These groups bring a strong voice to the legislature and
express ideas about health care very similar to the SMHC mission. The overall 2011
healthcare legislative goals for the JRLC identified several legislative actions to ―make
sure every Minnesota receives the health care that they need‖ (JRLC, 2011).
SMHC also took a significant step in 2005, when Dickie arranged a SMHC board
and staff retreat to specifically deal with the issue of advocacy and how the organization
itself could address advocacy efforts. Heinen describes this retreat coming from a
concern about the place of advocacy at SMHC. She stated that there was this feeling that
the Clinics were focusing more on direct service and losing sight of the advocacy piece.
Others from the state of Minnesota, University of Minnesota, and Catholic Charities
came (Heinen, 2011). Out of this retreat came an advocacy committee of the SMHC
board to orchestrate strategic planning for the Clinics, more efforts to spread concerns
and information about advocacy in publications and communications coming from
SMHC, and specific strategic goals related to advocacy. At the individual board and staff
level this retreat included a formal commitment exercise where individuals identified on a
yearly basis things they could do to help advocate for SMHC and its clients. Dickie took
responsibility to remind individuals of their commitments during the year to keep the
effort moving. Heinen feels that these recent efforts have created, ―a better
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understanding and greater commitment towards the advocacy piece‖ (Heinen, 2011, p.
18).
Stories of Mission and Dreams for the Future: Pulling it all together
In each interview I asked subjects to tell me about stories that embodied the
nature and spirit of the Clinics. Everyone had a story to tell, some more than one. These
stories fell into four categories of experience. First, and most common were stories about
how the Clinics helped individual patients who had complicated, chronic, or lifethreatening diseases but did not have the resources to get the care they needed. The
Clinics were able to get them care, either in one of the clinics themselves or through
specialists or the Park Nicollet connection. These stories made me aware of the
individual‘s illness but also raised awareness for those who read them about the
magnitude of those people that were falling through the cracks of the healthcare system.
A follow-up to this type of story were stories about how people came back thankful for
their care, sometimes contributing things back to the Clinics in a way that only they could
do. This included patients who became volunteers at the Clinics as well as patients who
contributed unusual items to the Clinics.
…the woman came in and she always was gonna pay back, she was gonna
pay back what she had gotten, so one day, Sister, Mary Teresa said, my
God, I‘ve got carloads of, ah candy from Hawaii, carloads of candy,
macadamia nuts from Hawaii, this woman having been taken care of here
ends up in Hawaii, I don‘t know if she went over there with a husband or
if she sought employment over there and didn‘t know how to thank the
Sisters enough and us so she sends carloads of macadamia nuts (laughter).
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We had macadamia nuts for the nuns for a full month, you know.
(Heinen, 2010, p. 36)
Another type of story talked about the level of caring and dedication of core staff
and volunteers in trying to deal with the problems. These stories emphasized the creative
ways that the patient‘s needs were met and how staff and volunteers followed individual
patients on a direct and intense level to help them get through the issue. Often these
stories talked about, or hinted at the rewards and benefit the staff or volunteer got from
being part of the story.
…you see this diabetic come in and well he doesn‘t even know he‘s
diabetic he just thinks he‘s thirsty all the time. And then lo and behold
he‘s diabetic with an A1C of 13 and within just a few months, he says, I‘m
feeling great, I feel wonderful and Ann (diabetes coordinator staff), largely
due to her holding the hand of this person through this huge transition
medically in their life finding out you have diabetes and maybe have to
take insulin and on checking your blood sugars everyday and now can‘t
eat the twelve tortillas, but, you know is making food choices, this is a
huge transition for that patient and, and to not have a diabetic coordinator
that hold their hand literally you know through that process to get em to an
A1C of seven or even less. You know that you‘ve, that is an outcome that
you and only you achieve. The patient did a little work too, but you know
that because we were here, because we did that, they‘re controlled. (Nurse
supervisor, 2010, p. 21)
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The third type of story, while not as common, really got at the nature and being of
the Clinics and the clinic experience. The story that said volumes about this type of
experience was a story told by Sister Marie Theresa Belanger about an experience
volunteering in admissions at a church clinic that also held a legal clinic for those in need
of advice. The two clinics were in the same area of the church and Belanger noted a man
just standing around.
So, we‘ve got our clinic going on and we‘ve got this legal clinic going on,
and I was there doing the admitting for ours once and there was, ah, a
Black man came in and he was nicely, nicely dressed, and I thought, he
was standing off in a little distance, and he was just standing and looking
and my thought was he probably is wondering which is which (laughter).
I got up and I went to him and I said, how may I help you, are you looking
for the medical clinic or, or maybe the legal clinic and he said, no, I‘m
alright and he seemed to cut it off there, so I thought okay, ah, so I backed
away and went back to where I was and one of our nurses unknowingly,
came out at some point and thought maybe he was waiting and so went
over to him and he said to her no, I‘m alright, I just want to be here, it
takes me back to Africa. In Africa it‘s the churches that help people. It‘s
the churches where people get help and this takes me back there. I
thought, oh what a, what a wonderful thing to hear from, from him, you
know, and, and it does, for me it said too, oh, about in when I went to the
Free Store, the word coming into us a community was collaboration we
weren‘t to be the head ones, the lead ones, but to collaborate and engage
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others or engage with others and it just sort of said to me this is, this is
what he was saying back to me, that there was this going on here. (Marie
Belanger, 2010, p.28)
Mary Heinen identified a fourth type of story from the perspective of advocacy.
She made the point that she could not identify direct involvement with clients like the
Clinics could. She pointed to situations where SMHC formed coalitions and connections
with other groups. This included groups such as Catholic Charities, statewide groups
such as JRLC, and individual parish congregations. The collaboration with individual
congregations benefited the Clinics in another way as it helped generate potential
volunteers for the organization. In addition she stated that SMHC staff members got
invited to initiatives other organizations or churches were planning on healthcare.
Heinen identified a philosophy that characterizes these stories of collaboration.
We shouldn‘t be this lone voice. We have a unique place, role to play, we
are unique in many ways, but we should not be the only voice. So we add
our voice to this group, to that group, and we encourage them to join our
voices and that makes us a stronger advocate for a larger number of people
so we are all on the same wavelength. (Heinen, 2011, p. 25)
These stories all bring us back to the major themes of the CSJ and SMHC
missions, serving the needy and underserved, the neighbor and their community, and
Christian values such as justice, dignity, the right to care, and advocating for others. The
power of story is strong and enlightens us about the nature of an organization like SMHC.
These stories and others like them serve as a reaffirmation of ministry and are a
motivating influence for staff and volunteers alike.
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The final piece of mission and the role of mission came from asking the question,
―What would be your dream for the Clinics?‖ The most consistent and repeating refrain
was that the speaker hoped that in the future there would not be a need for the Clinics.
While many of the speakers realized the value of the Clinics in meeting the needs of the
community, there was sadness about having to meet the need in the first place. Coupled
with this was an admission that there were always likely to be healthcare needs that
weren‘t met so there would always be a place for the Clinics. The status of the new
Obama healthcare plan and healthcare reform made for some uncertainty in the future.
The most common direction most thought the Clinics would go would be to address the
needs of undocumented immigrants in the community. This comment by Margaret
Belanger summarizes these feelings most effectively.
I think probably they‘re gonna go, they‘re going to have to go towards the
immigrant group because clearly they are not going to be provided for
unless we can get some different thinking in Congress. So, I think the
need is going to still be there, it‘s just who‘s going to be the person in
need, but so, I think a shift might become in that population…I don‘t want
them to get big and too big, I don‘t want them to get institutionalized. I
don‘t want them to get locked into a system. I would hope that they can
stay free-standing and fluid and flexible so they can move where the need
is as the need emerges and at the same time that they can, if something
they‘ve been doing isn‘t, can be provided by someone else that they would
let that go, so they can put their energy to where the need is greatest. So,

REFRAMING MISSION
and I would certainly hope that they stay with the Province forever. It
would be my wish. (Margaret Belanger, 2010, p. 16)

133

REFRAMING MISSION

134
Chapter Six

Leadership: Providing Direction to Mission
Well, I first think that the clinics, the leadership of the St. Mary’s Clinics
has been just fantastic all the way through our relationship and so we very
much value that relationship. I think one of the other aspects is that we
really see this as a partnership, Park-Nicollet sees it that way and St.
Mary’s we each are bringing a different part of this equation together to
respond to need and so that’s been, that’s been great, along the way.
(Johnson, 2011, P. 17)
Leadership in organizations can be critical to its success, all the more so in
mission-driven organizations. Saint Mary‘s Health Clinics have had the luxury of
continuity in leadership with few changes at the top. There have only been two
Executive Director/CEO teams, that of Mary Madonna Ashton/Stewart Laird, and
Barbara Dickie. The terms of their leadership have been almost equal, with Ashton and
Laird serving for eight years and Dickie for eleven. In addition Diane Peters, the Clinic
Operations Manager, has been with SMHC its entire organizational life. Mary Heinen,
the Director for Advocacy, started at the Clinics late in the first year of its existence. So
while there has been continuity between top leadership in the organization, there have
been some notable differences in the way and style that the organization was led. We
will look at these similarities and differences as we look at what the subjects said about
the leadership of Mary Madonna Ashton and Barbara Dickie.
Leadership Styles
Mary Madonna Ashton. As was noted earlier in this study, Mary Madonna
Ashton brought extensive experience in running organizations to her job as CEO of
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SMHC. This experience was in large organizations that had a definite bureaucracy to
them. She was also a pioneer in these organizations from the standpoint of her gender
and role as a Catholic nun. These experiences built a certain level of confidence and
determination in the job as she had to weather some criticism, especially as Minnesota
State Commissioner of Health. It also built an enjoyment and love for administration as a
mission as she successfully countered the criticisms and became well respected in the
Twin Cities administrative healthcare community.
I think administration is a wonderful ministry because you have the
opportunity and I felt this when I was at the Health Department, you have
the opportunity to influence the direction that an organization takes and
ah, you can decide whether you‘re going to put your emphasis in this
direction or that direction and that can make a big difference as to how
that organization goes and even though you don‘t have the one-to-one
relationship perhaps with the people who will benefit, you have a much
broader influence on doing something good for people. (Ashton, 2010a, p.
7)
This experience has given Ashton several qualities that others mentioned in their
oral history interviews. Among them include an awareness of the Twin Cities healthcare
community and a willingness to work within the context of the community to draw
community support along the way. Subjects also pointed out that she had credibility with
several groups developed from her expertise and knowledge and was not bashful about
taking initiative to talk to other groups, as she did when she contacted the Hennepin
County Medical Association to see about volunteer doctors. Her social work background
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was also cited as a different perspective compared to many other administrators. People
felt this let her develop a greater perspective on the many challenges that St. Mary‘s
Hospital and SMHC would face while she was administrator.
People also mentioned that Ashton held everyone accountable and could
sometimes be in the words of some, ―a taskmaster.‖ She was willing to listen to other
ideas and would consider changing her views if there were good arguments to the
contrary. Ashton still takes great interest in SMHC and stated that she directed several
people to the Clinics over the years to get service or as places to volunteer.
Speaking of herself as a leader, Ashton stated that she liked to keep close track of
what was going on in the organization.
I like to know what‘s going on. I don‘t want any surprises. I‘m perfectly
willing to delegate when I have great confidence in the person but then I
want in someway to stay in touch with what‘s happening, so, I kind of like
to know the, the broad view of something and I like to have people who,
ah, appreciate, you know, assuming responsibility but also appreciate the
fact that the person in charge does want to know what‘s going on. So, I
usually, my style was to meet once a week or once every other week with
my top people individually. And, then I always had, you know, a staff
meeting with my top people probably every other week. So they would
also know what was going on in other areas. (Ashton, 2010b, p. 13)
Ashton noted that although organization was equally important in both her roles
as State Commissioner of Health and CEO of St. Mary‘s Health Clinics organization was
important. However the level of detail that one could pay attention to at SMHC was
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much greater than it could be at the Health Department. She stated that the one aspect of
her work at SMHC that was most distasteful for her was fundraising.
The most undesirable job I have ever had is raising money. I mean, I
really don‘t care about doing that, but it‘s a necessity, you know, that you
have to do. And, I will say the fact that I had been the Commissioner of
Health gave me some visibility when I went around to people asking them
and some I think sense of confidence that I knew what I was doing. I
think, you know, that, that probably helped us get the Clinics off the
ground. (Ashton, 2010b, p. 17)
Mary Madonna‘s administration was focused on creating and developing the basic
structure of SMHC. This had been pretty well organized by the time it came for Ashton
and Laird to retire. Though resources were always a challenge the Clinics developed at a
time of relative prosperity and growth in the general American economy. Barbara Dickie
had different challenges to face as a leader.
Barbara Dickie. Barbara took over for Mary Madonna Ashton in January of
2000. While much of the overall structure of SMHC has remained the same in Dickie‘s
administration, there were several different things about her background and the
environment she came into that created different challenges.
One of the main things was the background and nature of her skills and situation
in relationship to the CSJs. Dickie was the first lay leader of the organization. She was
also not Catholic. This has created a challenge for her to get to know the culture and the
ways of the Sisters as she leads one of their ministries. Although she stated that she had
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known about the sisters and had worked at St. Mary‘s Hospital for a while there were
some adjustments she had to make.
And the other thing, being a Lutheran and really not knowing a lot about
nuns per se. I remember meeting with the Province leadership liaison to
the clinics and I‘m sitting in her office and I had been in my position for a
few months and I said and you know my job feels a little bit like I‘m in a
foreign country and I don‘t speak the language and I don‘t know the
traditions and I don‘t know the history and I don‘t know the politics or the
protocols, but, oh by the way, you‘re a leader. And, so, really my first
year or so was to get to know the Sisters, to understand who they are and
their values and what is my role as a lay leader? As a lay leader in one of
their biggest ministries. (Dickie, 2010, p.10)
Dickie continues to learn about the Sisters and their culture and has been able to create a
different type of leadership away from the presence of the founder, Mary Madonna
Ashton. She is conscious about being a representative of the CSJs but not one of them.
I continue to learn, when I took this position, not only was I responsible to
continue operating this ministry but I, many times needed to not speak for
the Sisters but speak to community groups with the idea that I‘m a leader
in one of their ministries, so, I had to have a real broad perspective of their
values and their history to be able to frame my work within those
parameters. (Dickie, 2010, p. 3)
Another challenge coming in came from the financial front. The Sisters were
starting to realize that the Clinics were not going to be a short term ministry as they
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thought. The fund created to run the operation was beginning to run out. One of
Dickie‘s first jobs was to reorganize the staff to meet budgetary needs. This resulted in
the removal of two positions and the departure of Pat Hein to another organization. Some
staff mentions this as a hard time because of the closeness of the staff that had been there
before the change in leaders and the newness of Dickie to the job. While this was an
unhappy time for staff, the organization has moved on and has actually grown in numbers
and the variety of jobs staff now does.
Dickie is seen as being able to take over some different aspects of leadership than
happened with Ashton. This was particularly true with financial matters and contracts.
Dickie is also noted for giving the staff a greater role in making contributions in certain
areas than they had been used to with Ashton. Dickie talks herself about being more of a
―process‖ person and there has been much work to organize and increase detail on the
nitty gritty of running SMHC. She also sees herself as more of a facilitator and setting
the stage so others can do their jobs.
The kind of people that I am most successful in leading are other
professionals. In other words, I‘m the kind of person who doesn‘t want to
be on an assembly line monitoring every move one person makes. I‘m the
kind of person who likes creative thinking, I like to encourage creative
thinking, I like for people to work independently, but, also understand
their level of authority in decision-making, so, I liken my leadership role
as much to a snowplow. I‘m out in front and I‘m opening the road and
I‘m, I‘m leading the way and I‘m letting people then come through and do
their work, rather than behind them pushing them. And, so, uhm, that‘s

REFRAMING MISSION

140

really how I see my way is finding the money, finding the right people,
setting the stage and then letting people, encouraging people, finding the
resources, educating them to just blossom and do their own thing. (Dickie,
2010, p. 22)
Although she had never worked under Mary Madonna Ashton, she has some sense of
how the two of them differ in leadership style.
I know that she had much more structure and more, a firmer hand in, in
how she operated, uhm, some of my staff might say, I don‘t have a firm
enough hand in that I don‘t, I‘m not, I probably don‘t come down as hard
on some people as I should, but yet, there‘s something to be said for dying
on the right hill. You know, you can‘t, you can‘t make a big deal of every
little thing, but when it‘s an important thing, you know, it‘s like my
children would say, my mom never gets mad, but, when she‘s upset, you
know, there‘s a real reason for it. And, so, uhm, how I would differ from
Mary Madonna is I mean, I reserve that control. I have been told by,
people I have lead in the past that I sometimes lead with a velvet hammer.
(Dickie, 2010, p. 23)
Both leaders have had their success with the Clinics despite some differences in style.
What also helped make this work was the transition in leadership from Ashton to Dickie.
Transition in Leadership
With an organization that has had so little change in top leadership over its
history; the transition from one leader to another can have significant and far reaching
consequences. Change may create a new impetus for success or a crisis in operation as
staff become unsure of what is happening next. SMHC managed to avoid this with the
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change from Mary Madonna Ashton to Barbara Dickie. Some gave credit for this
smoothness in transition to Ashton‘s ability to step out and not interfere with Dickie as
she took over.
But, you know, Mary Madonna stepped right out. She stepped right out
and never, ever interfered and, it was amazing actually, she, she retired
and she left and she was there as a mentor for Barb, she would meet with
her and talk with her, but other than a couple of things about the Gala, the
big fundraising gala I don‘t ever remember her calling up Barb and saying
you need to do this, or you need to that, or you need to do it this way,
because I did it this way or, yeah. I think the whole transition happened as
smoothly as it did because of the fact that she stepped back, got her fingers
out of it and Stu Laird retired at the same time, so, it was really a different
structure. (Peters, 2010, p. 11)
It was also pointed out that the organization was well organized and the basic functions
were set when Dickie came in, giving her a good base from which to work.
Barbara Dickie also talks about this transition and relationship with Mary
Madonna. She sees this relationship as a positive and supportive.
And, she (Mary Madonna) went through the files and explained some
things to me and she evidently had confidence or I don‘t know, but it, she
just let me walk, walk through it all and it was a real blessing because I
knew she was there, but she wasn‘t looking over my shoulder. I really
appreciated about that, about her, about—that about her and many times
we would go out for lunch and we still do. As a matter of fact, I met her a
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few weeks ago and had lunch. At first, you know, I would ask her very
simple things like how did you recruit doctors or how did you make
decisions about your insurance plans and how did you, you know, and I
would keep a list of questions and she, she never, ever told me what to do.
She would say have you thought about this or why don‘t you think about
this or then call me back and we‘ll talk again. And it was, it was just a
great transition and looking back I‘m not really sure how I did that, I think
the Holy Spirit was there or the prayers or whatever, but, I mean I really
felt lifted up and supported and, there‘s a couple of stories too, I‘ve told
people that when I took this job I really felt much like when I adopted my
daughter. I didn‘t create this but now I‘ve got to nurture it and raise it and
care for it. (Dickie, 2010, p. 9)
While this transition turned out well for the organization, there are others coming
in the future. Both Barbara Dickie and Diane Peters have indicated that they plan on
retiring in the next two or three years. While this may or may not be at the same time as
it was with Ashton and Laird, it will mean a major changing of the guard. Where the
leadership of the Clinics should go after this change no one was sure. However Mary
Heinen had some ideas about what she thought would make a good next leader for the
Clinics. She pointed out that the next director should also be able to look at research,
publish and otherwise advocate for their mission. With these skills she felt a doctorate
would be necessary. Whatever the future brings the future of leadership at the Clinics
looks to be complex and ever demanding as the issues and nature of healthcare in
America changes.
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Staff and Volunteers as Leaders
While the nature and direction of the leadership at the top of the organization is
important, subjects talked about leadership that happens at other levels on a day to day
basis. Some of this is with volunteers who lead with patient care. Some of it is with core
staff as they work with volunteers to let them do their work. In any case it appears from
my interviews that many people feel empowered to create leadership opportunities in
their daily work.
Some of this empowerment is seen by how the core staff meets and work
together. There are several meetings including all levels of the core staff. Many of these
happen on a weekly basis. Dickie and Peters meet regularly as a pair, and then Peters
coordinates many of the other meetings. This happens at the nursing supervisor level,
scheduler level and with the medical director. The whole SMHC staff meets as a group
every other month. Staff retreats have also been scheduled to help with particular issues,
especially around eligibility and strategic planning.
The nursing supervisors commented on how a major part of their job is to inform
and lead the volunteers. Being available for volunteers is seen as a critical part of
keeping things flowing well. With this comes an attitude about finding a way to make a
difficult situation work.
Well, we try to be very approachable, we call our clinics everyday, every
time there‘s a clinic session and tell them about clinic and you know,
touch base with them and I think we all know our volunteers personally
we know what‘s going on in their lives, we want them to call us each time
something comes up and then we listen to their concerns and their
questions and their ideas to make it better and we have a meeting every

REFRAMING MISSION

144

week where we sit down about the logistics of the clinics and, and try to
come up with solutions and make forms more easy to fill out and makes
processes faster and, you know, less cumbersome or clarify on this or that,
so we really want to make it as stress-free as they can and yet, see as many
patients as we can effectively as we can. (Nurse supervisors, 2010, p. 17)
These opportunities to lead and express some autonomy in your work towards meeting
the Clinics mission appear to be motivating factors to attract people to work and
volunteer at St. Mary‘s Health Clinics. This opportunity to work and create health
outcomes for patients is tempered by the awareness that resources are scarce, almost to
the breaking point. The next chapter will look at this reality and how it affects the day to
day operation of the Clinics.
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Chapter Seven

The Balancing Act: Human Need versus Available Resources
if anybody says to me what is the hardest thing about starting a free clinic,
I will always say to them the hardest thing is what you cannot do…So, if
you think this is gonna be easy and you’re gonna go in and you’re gonna
open up your doors and you’re gonna see all these people. Day one is
gonna be the hardest thing is what you have to say, I can’t do it, either I
don’t have the resource or I don’t have the money. And, it happens
everyday all the time. Because you just, you can’t. (Peters, 2010, p. 26)
While the nature and benefit that SMHC does is readily apparent it does not come
without challenge and tension. One of the main tests the Clinics have to face on a day to
day basis is balancing the demand for services with finding a means to pay for those
services. This chapter will talk about this struggle; some of the methods the Clinics have
tried to alleviate this issue, and the thoughts of the oral history subjects about this issue.
Data will be grouped into themes representing the procedures the Clinics have taken to
maximize resources; the question of eligibility and having to say no; the nature of
funding and how this has changed over the years; partnerships as a means to control
resources (the Park-Nicollet model); and the future of the Clinics in managing resources.
Procedures the Clinics have Implemented
When one looks at the financial summaries as described in the annual reports one
is struck by how little relatively speaking the Clinics pay out of pocket for supplies and
services. These out of pocket expenses are 19% of the total Clinic expenses ($1, 273,382
of $6,784,007 in expenses as stated in the 2009-2010 Annual Report). What takes up the
rest of it, over five million dollars, is what is called Contributed Patient Services. This is
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a sum of all the expenses contributed through volunteer and charity care provided by
local hospitals and other care providers. Without these services SMHC would not be able
to exist.
The foundation of these contributed services includes volunteer services and
ongoing agreements from the initial negotiations that Stewart Laird made in the early
clinic years. Dollar values for volunteer services are determined by looking at a
comparable hourly wage for the type of volunteer service provided. Volunteer hours
have been steadily rising in the last five years, along with the number of people who have
actually volunteered. In 2009, the Clinics had 300 volunteers providing 12,953 hours of
service to care for patients (Sisters of Saint Joseph, 2010b). The nature and dynamics of
the volunteer connection will be talked more about in Chapter Eight.
The other large part of the contributed services category comes from contributed
services provided by health systems. This includes support from the Park Nicollet Clinic
model as well as discounts given by other healthcare systems. In the 2009-2010 annual
report this accounted for 87% of the total Contributed Services for the fiscal year
($4,807,196 of $5,510, 625). The Clinics had an advantage when looking for these
discounts because they were not affiliated with any one medical system or provider.
Well, it was a completely new concept, I mean we weren‘t attached to a
hospital. And, that turned out to be a blessing because we could feel free
to go to all of them and to try to get all of them involved and taking care of
people none of them really wanted to kind of come into their hospitals,
they were liabilities to them, so if they could help stem that tide of people
coming in who were very sick, who couldn‘t pay for their care, especially
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coming into their emergency rooms, it did have a benefit to them and
that‘s what I tried to point out to them, of course, then I asked them for
support (laughing). (Ashton, 2010b, p. 18)
Ashton mentioned that these percentages were anywhere from 75 to 90%. Dickie
confirmed that they still run about the same (Barbara Dickie, personal communication,
February 17, 2011). These discounts provide a huge advantage for the Clinics in trying
to provide service. This has been expanded to specialty physicians, who now number
over 700 (Sisters of Saint Joseph, 2010b).
Many other things were developed through trial and error and experience. This
included the decision to not use the original van that the Clinics had bought as it was not
needed. The type of things to include in clinic supplies as well as the forms to use also
went through this approach. Diane Peters and Pat Hein talk about this process as the two
of them started clinics in the 1990s:
John:

So you talked earlier about you know kind of making
decisions about procedures and what people can or can‘t
do, how did you come to that was it just kind of talking
back and forth, or did you use any guidelines?

Pat:

We talked some to physicians who helped us.

Diane:

Pat did a lot that though, she found the forms for our charge
and uhm, we‘d do things like a physician would want rapid
strep tests and we‘d get rapid strep and we‘d find out we
used five of em and then this box of forty expired, yeah.
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Uhm, a lot of trial and error but Pat had a really good
clinical background for a
Pat:

Yeah, I was lucky to have that.

Diane:

Yeah, helping to set up forms, set up the chart

Pat:

I had access, well I had ongoing access through my nursing
life. So, those were things that seemed familiar and regular
to me. (Peters, and Hein, 2010, p. 21)

This gradual development was also seen in the development of a medical chart for
each patient. It initially started out as blank pages where physicians and nurses wrote
notes about what had happened at that treatment session. It has grown into a separate
folder for each patient with a coversheet and history form, medication record form, and a
release form in addition to the form for progress notes. The chart is also built so
additional sheets may be added, as the number of returning patients has steadily increased
over the history of SMHC.
Other procedures were introduced to decrease the number of walk-in patients by
using a telephone intake system where staff would take patient information and determine
if they were eligible for Clinic services and a no-show policy where patients would need
to call into the central office for new appointments if they missed two appointments. Of
the two, the procedures and issues around eligibility were talked about by several subjects
in the study.
Eligibility of patients at SMHC
The purpose of SMHC has been to provide a safety net and basic care to those in
need in the community. This mandate to provide basic care can create a dilemma with
the organization and staff in that organization about how far they can go in providing
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clinic services. Subjects in their oral history interviews talked about taking in patients
from the more structural perspective of taking people in and determining eligibility and
the more emotional dilemmas that occur when patients are in front of you asking for
service.
Structural changes and methods. Along with the trial and error approach
mentioned earlier about developing procedures and policies for the Clinics, the scope and
nature of the intake process has undergone a continual change in the history of SMHC.
First and foremost of these structural changes has been the addition of intake staff,
including those funded by the State Department of Health for MinnesotaCare. The
MinnesotaCare piece keeps growing, necessitating two staff and 48 hours a week of work
presently. The 2009-2010 annual report indicates that there have been 3,130 one-on-one
contacts for assistance with MinnesotaCare and other government programs (Sisters of
Saint Joseph, 2010b).
There has been a computerized system installed to help the intake coordinators
with the intake process. Included in this is an amazingly complex flowchart to help
determine whether a patient may be eligible for Medical Assistance. The current
computerized intake form also asks questions to get basic demographics but also to
screen out people who may not be eligible under SMHC guidelines. In particular there
are questions asking if the patient is pregnant, has heart problems, Hepatitis A, B or C,
untreated tuberculosis, a new diagnosis of cancer, COPD, or emphysema, a work-related
injury, past or current mental health diagnosis, and if they need surgery and what type of
surgery if they do. Answering yes to any of these questions would make the patient
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ineligible for care at SMHC. Some of this is because patients can take advantage of
government sponsored programs (Sisters of Saint Joseph, 2010b).
However the other issue can be that patients with issues such as these either uses a
high degree of resources or resources that the Clinics do not have. Diane Peters explains:
It happens when, when the schedulers screen patients and they find out
they‘re a visitor to this country and we don‘t see visitors and they have to
say no. Or we have a mom call and her 35-year-old son is an alcoholic
and needs help, we can‘t see alcoholics, they‘re just train wrecks, no, we
can‘t keep up with ‗em, we can‘t get ‗em their meds, we have no idea
what‘s going on with them. Uhm, we can‘t see people with severe mental
health. We have no doctors that are trained to take care of somebody with
schizophrenia or bipolar and we have to say no to those people, so that
happens on the phones at the eligibility. (Peters, 2010, p.26)
Another challenge for the use of resources has been managing the use of drugs for
treating patients. Stewart Laird‘s work with Cub pharmacy created some notable savings
in the early years of the Clinics. A more recent development has been a committee at the
SMHC board level for Quality of Care. Started in 2003, this committee has looked at
process improvements including a medication formulary and dispensing plan. These
efforts are also going on with the Park Nicollet partnership. Chris Johnson reported that
in a recent survey of medication use they found that fifty seven percent of their pharmacy
costs were related to eight percent of the prescriptions written. Unfortunately this eight
percent were drugs that were essential to treat asthma and diabetes and had no generic
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alternatives. For these issues the Clinics just have to look for ways to help defray the
costs and move to generics when possible (Johnson, 2011).
The question of eligibility is an ongoing one and there have been different types
of people eligible for services at different times in the Clinic‘s history. There have also
been concerns at times about not screening too many people out of the process. Marie
Theresa Belanger noted this concern when eligibility screening first started at the Clinics:
…where we were receiving more people wanting to access care through us
and, sometimes our physicians or our nurses realizing this person could
afford insurance and did not need to be receiving from us and so there was
that whole kind of jarring of, of what do we do that we insure to doctors
and nurses that we truly are having our monies go to those who didn‘t
have insurance and, and didn‘t have the monies to afford it. So that was
when, we did two things, we had, we had one scheduler, we got another
scheduler part-time who spoke Spanish, we developed an eligibility
screening program was put on the computer at that time which asked a lot
of questions and my own response was if I were to ask some of these
questions, it would, well, questions can put you on the defensive. And I
knew those were hard questions and I just was, my fear was that they‘re
gonna screen out somebody rather than screen-in. We had the policy that
was alright to see walk-ins still. And so as time went on, I just knew that
that the questioning on the eligibility screening did increase, that we had
to come to the point actually asking what was their source of income or
what was their income. (Marie Theresa Belanger, 2010, p. 9)
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The other part of this eligibility process is to then find people other resources if they
cannot be taken in at the Clinics. While this is difficult and frustrating, Diane Peters talks
about a willingness of staff and volunteers to go the extra mile to find some options.
…and I think what the reason we have the number of staff we do is that
we have to work so hard to get the care for folks free or in a way that we
can afford. We can‘t just write a prescription and send ‗em out the door
and know their health insurance company is gonna provide it. If we‘ve
got a patient that needs something and we don‘t have a doctor that can do
it or a hospital, we‘ve got to figure out what to do them, we can‘t just cut
them loose or we have to try and get them on MinnesotaCare or we just
have to, so we work really hard on trying and we say to our patients
upfront, we will do everything we can to get you all the healthcare you
need, we may not always be able to do that. But, we‘ll work as hard as we
can to get you what you need, so, that‘s what we do everyday. We try and
do it at the least cost or at a cost we can afford. (Peters, 2010, p.27)
These structural processes do work to help make decisions at the individual clinic
level better. However there is a whole other level of balancing when it gets to the
volunteers and clinics during a clinic session.
At the Clinic Level: The Challenge of Just Saying No. Saint Mary‘s has put
some structure in place to try to manage the mission of the organization while still trying
to maintain afloat financially. However, despite these efforts, things happen with
individual staff at individual clinics that cause dilemmas. Diane Peters talks about trying
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to shield clinic staff from eligibility decisions because the nature of the volunteers as
health professionals is to not deny services.
So I learned really, really early on that nurses and physicians cannot say
no to patients, they‘re caregivers, their job is take care of, they‘re oriented
to do everything they can, so I made sure that they never have any
eligibility decisions to make in the clinic. They don‘t see people‘s
financial information, they don‘t see their immigration status, they don‘t
see anything that would put them in a dilemma to have to make eligibility
decision and so, very often they‘ll come to me and they‘ll say this person
has such and such, and we want to take them anyway, and I say no. Cause
I can say no. Cause I‘m not the nurse. And, I‘m looking at the name on a
piece of paper, I‘m not talking, somebody has to be able to that. (Peters
and Hein, 2010, p. 44)
The next line of decision-making often then comes down to the nursing
supervisors who have daily contact with a group of clinics and the volunteers who staff
them. The nursing supervisors work both in the central office looking at volunteer
nursing, scheduling, and staffing. They also do further chart review and case
management for individual patients at various clinics. The supervisors I talked to
indicated that there were two main ways patients may get into a clinic and then pose
dilemmas for care:
Jen:

There‘s a lot of times that people don‘t disclose what they
have going on and then after the fact after they‘ve already
had an appointment, we have to call em and say, you know,
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we can‘t do this, you didn‘t tell us and this is something we
can‘t handle, uhm, I‘ve got nursing volunteers who call me
and say, I know this person who really needs help, can you
guys see him at your clinic and so the nurse volunteers
know. I think the nurse volunteers have a grasp of what we
can and can‘t do, they, you know, can even see this patient
is way beyond what we can do, or, you know, I don‘t even
know what to do with this patient, where do send them,
where do we start, so I think they have a understanding of
All:

Uhm, hmm.

Jen:

of what we do and what we have to decide.

Allison:

And, then there‘s the people that walk into the clinic and
have been, haven‘t had a doctor‘s appointment for so long,
ah, because of all the barriers, uhm, if you‘re unemployed
or uninsured or don‘t speak English. And then they‘re
very, very ill when they come, they come to see us.

Jen and Carol: You just have no idea. (Nurse Supervisor, 2010, p. 12)
Patients like this are often desperate and have no where else to turn. St. Mary‘s Clinics
was identified by many I interviewed as a place of last resort for people. They have used
all their resources, are in debt, and cannot go to their regular clinics anymore.
This creates moral and ethical dilemmas for staff and volunteers at the Clinics.
The nursing supervisors said that they often follow along with the same strategies that the
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intake staff at the central office might, beating the bushes for other ways people might get
help or other programs that they may fit into:
Jen:

And, and, so we have to, that‘s why we have to make these,
uhm, calls and, and, we do the very best we can with them.

Allison:

And, sometimes, we cry about em.

Jen:

Uhm, hmm. Sometimes.

A:

And, you know, and sometimes, it‘s, oh let me see, is there
some way and it‘s never and what I like about, uhm, about
my job is that it‘s never a no, it‘s a no-but. It‘s a no-but, let
me see, it appears that maybe you‘re, you could be eligible
for Medical Assistance or here‘s another number that I can
give you

All:

Uhm, hmm.

Pam:

to give a call to find a low-cost sliding fee scale clinic.

Jen:

Yeah.

Allison:

So, uhm, I like the fact that we all are very conscious, uhm,
we when we end that call that it‘s a call that maybe gives
the patient a little more hope because they probably just
heard no for the tenth time, you know, in the last few days
after losing their job and who knows what.

Jen:

And, we‘re all in the same boat, we all have to make the
decisions, we all have to say no to patients, but we all know
that like Carol said, we need to meet and take care of as
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many patients as we can with the limited budget that we
have and so, we can‘t go broke on just one patient and so
we have, we have to say no sometimes and
Pam:

And, I think I can speak for all of us when I say that we do
not take no lightly. (Nurse Supervisor, 2010, pp. 10-11)

So while the tension and dilemmas of juggling limited resources to a seemingly unlimited
amount of patients is difficult and frustrating, the staff and volunteers do have a system
for trying to make the best of it. The options are many as well as opinions about who
should be seen. The goal remains to do the most for every possible patient that the
Clinics can afford to treat.
The Nature of Funding
While much of the balancing act happens at the individual patient level, the
background too much of this is set by the funds that the Clinics receive through donations
and the efforts of the Carondelet Ministries Foundation. SMHC is in a little stronger
position than some of the other CSJ ministries because it has some unique streams of
support that have been created just for the Clinics. One of these are these groups is the
Associates of Saint Mary‘s Clinics. This group was formed in 1992 of interested people
to support the mission of the Clinics through community relations activities fundraising
projects, and volunteer services. Of the original 39 charter members of the organization
seven still are active as of July 2010. The Associates have done several fundraising
projects including Christmas card sales and a holiday luncheon. This group donates
about $10,000 to the Clinics annually.
The other unique SMHC fundraising event is the annual Gala, which was
mentioned earlier in this study. This event happens in the spring of each year and moves
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between St. Paul and Minneapolis on an every other year basis. Irene O‘Neill,
Carondelet Ministries Foundation director, indicated that there have been several changes
to the Gala over the years. The biggest two have been an increased effort to get more of
the CSJs to attend the event, and a greater emphasis on telling the mission of the Clinics.
As Irene O‘Neill comments, ―We‘d like them to know healthcare and that the Sisters are
in charge, you don‘t have much time to do that‖ (O‘Neill, 2011, p. 22). This resulted in a
move away from big name, Hollywood type entertainment that was a carryover from the
St. Joseph/St. Mary‘s hospital days to more local talent and telling the story of the
Clinics. O‘Neill states that attendance or donations have not been negatively affected at
all. The Gala is the one largest single source of funding that the Ministries Foundation
brings to SMHC.
The Clinics also get corporate sponsors as well as grants to help their work.
Amounts of contributions have disappeared from the annual reports but the number of
corporate sponsors has stayed steady over the last few years, numbering 19 or 20. While
SMHC appears to have many funding sources a change in one of these streams may
cause significant changes and possible crisis to the organization. It also can create a
challenge to leadership as they try and weather the change. Diane Peters mentioned a
possible change at the time of her oral history interview and how this might affect the
Clinics:
…interestingly enough, we have a grant that may not get renewed this
year, and if it gets renewed, we have two people and one of em may lose
their job, we have four nursing supervisors and a couple of clinics may
close, and I said to her, my best advice for you is to get these people in
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one room and say this is how many hours, does anybody want more, does
anybody want less, does anybody want to do this, and she, if they can
work it out before you start chopping by seniority and interestingly
enough, she did it with our two diabetic coordinators and they, one was
full-time and the other was part-time, and they both decided they could
divide up one job and be happy with it. (Peters and Hein, 2010, p. 48)
In affect SMHC is operating much like a United Way organization from the aspect of
raising funds for their work. They have the advantage of support of the CSJs through the
efforts of the Carondelet Ministries Foundation, but do not get monies directly from the
Sisters themselves. Much of the money that the Foundation raises is broken up between
all the CSJ ministries, not just SMHC. In return SMHC is paying the CSJ‘s some money,
especially for the rent of its office spaces in the Carondelet Center. The Sisters also
benefit because SMHC is probably the best known and visible ministries they currently
run. The challenges of funding seem to be ongoing and ever-present, and will not likely
change in the near future.
The Park Nicollet Model
The Park Nicollet System and its clinics have also been a major and constant
support to SMHC. The actual use of clinics started in 1998 with Mary Madonna and has
expanded during the years to include 11 clinic sites in the Twin Cities metro area. While
it does not have the emotional impact with funders that the volunteer clinics have
(Barbara Dickie called this ―curb appeal‖), the Park Nicollet Clinics have been a great,
quick way for people to get care. SMHC serves as a ―gatekeeper‖ for them to help Park
Nicollet recover some costs:

REFRAMING MISSION

159

…we gate-keep for them. We can ensure that they‘re gonna collect, we
don‘t collect that money, but they do. So, they don‘t have to write-off as
much. So, uhm, and as an example at Park-Nicollet, we had a woman who
was on steroids for a lung disease and she was admitted with a ruptured
appendix because the steroids had masked the effects of the appendicitis.
She ended up being in ICU and had many, many complications and her
bill was $247,000. Our MinnesotaCare person worked with Hennepin
County for a whole year and got that covered for Park-Nicollet for that,
that care. (Dickie, 2010, p. 16)
SMHC would like to partner with more healthcare organizations in the Twin
Cities area, as has developed some strategies and goals to try and increase this kind of
interaction. How quickly this can happen is not known for sure.
While the SMHC-Park Nicollet partnership has been strong and beneficial for
both parties the current economic downturn has created more recent tensions in terms of
funding and resources. For the first time this year Park Nicollet has stopped taking new
patients into its system from St. Mary‘s, just seeing patients who have been to their
Clinics or in the system before this year. However, while Chris Johnson notes that this is
a limitation, he sees hope in turning it around based on the past successes of the Saint
Mary‘s / Park Nicollet partnership.
…one of the things we also did need to do though was limit the number of
new participants coming in overall to the St. Mary‘s program at ParkNicollet and we did that by saying, we‘re at least at the present time, open
to folks who already have some type of relationship with Park-Nicollet.
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…which was necessary for us to do because of financial pressures within
our overall organization, these were the years of the recession all
healthcare organizations have seen their revenues decline as we see more
patients becoming of Medicare age, with the lower reimbursement from
Medicare that shift in the overall, revenue dynamics of all healthcare
organizations and so putting more strain on us. Because we‘ve been able
to successfully work on some of these issues in the short term, I‘m hopeful
we will find ways that we can again, open up more to additional new
patients beyond the numbers that we‘re currently opening up to. (Johnson,
2011, p. 19)
The Future
The future funding of the Clinics, like national healthcare reform, is still in doubt.
While everyone interviewed believed that the Clinics would still be around serving
people‘s healthcare needs in five years, the population base that the Clinics would serve
was not certain. Many of the subjects suggested that a good share of that population
would be non-English speaking immigrants. Based on the immigrant population the
Clinics are now serving this may be primarily undocumented immigrants. This shift may
threaten funding for SMHC if some of the current negative views of illegal immigrants
continue to hold sway. The other future trend that subjects talked about would be the
continual growth and outreach of the Clinics for advocacy for the uninsured and needy.
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Chapter Eight

Volunteers: The Lifeblood of the Organization
Oh, there’s no way we could do without the volunteers, there’s no way you
could pay that many people to do that job and to run 15 clinic sessions a
week, I mean it just, without the volunteers, we can’t and when we don’t
have the volunteers we’re hurting (laughter). We’re really hurting.
Jennifer Bourgoine, nursing supervisor (Nursing Supervisors, 2010, p. 15)
Of all the characteristics about the development and growth of SMHC the story of
the volunteers stands out the most to me as I completed this study. The Clinics have truly
tapped an amazing and ongoing resource that allows them to meet the mission that the
Sisters set out. Without the volunteers this enterprise would have never gotten off the
ground or been able to sustain itself over its nineteen years of existence. This chapter
will highlight what my subjects had to say about the volunteers as well as some
comments from the most recent volunteer survey the Clinics completed. Data will be
grouped around three themes: why people volunteer and the rewards of volunteering: the
ability of the Clinics to continually recruit and expand the numbers of volunteers: and the
volunteer clinic model and its connection to the mission of the Clinics. The chapter will
start out with a description of the volunteers and their roles in the Clinics.
Description and Scope of Volunteering at SMHC
The Clinics engage six major types of volunteers to meet the needs of its patients
on a day-to-day basis. These include admitting people, drivers, interpreters, nurses, nurse
practitioners, and physicians. Admission volunteers are the first people patients usually
run into while coming in to a neighborhood clinic. These volunteers manage the
schedule and waiting area, and will check patients in, pull medical records and start some
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information gathering if it is a walk-in patient. These people usually volunteer twice a
month, and the Clinics say it is helpful if these volunteers have some customer service
experience.
Driver volunteers transport records and supplies from the central office at the
Carondelet Center to the individual neighborhood clinics and back. Most drivers are
assigned to drive supplies to the same clinic one-way each week. Interpreters are used at
six Spanish speaking clinics and have become more and more important as the Clinics
have grown and increased their Spanish speaking patient caseload. If possible the Clinics
try to have two interpreters present during a session so that one can be out in the
admitting area as well as one in with the medical staff to have someone available at all
parts of the clinic space.
Nurses, nurse practitioners, and physicians comprise the direct medical volunteers
of each clinic. These volunteers serve one to two shifts per month, and may volunteer at
more than one site. Each of these volunteers must have the appropriate licenses and
credentials to practice in Minnesota. These volunteers may be retired professionals and
the Clinics have taken care of malpractice insurance for the doctors in an agreement with
insurance companies developed by Stewart Laird in the first year of Clinic operations.
The number of volunteers has risen steadily over the years, starting with 36 in the
first year of operation (see Tables 3.3 and 3.4). This has steadily grown and the 20092010 annual report lists the names of 255 volunteers. The largest numbers of volunteers
are in the nursing category (93 names) and the physician list (57 names). The hours these
volunteers have contributed have increased over the years and the 2009-2010 annual
report reports over 13,706 hours of volunteer service.
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The Clinics have also surveyed their volunteers at regular times over the years,
asking them what is most rewarding for them as a SMHC volunteer: what aspects of the
clinic work well and what could be improved: what concerns they have about the patient
care provided by the Clinics: any suggestions they have for future volunteer in-service
programs: general comments and if they know of anyone who might want to volunteer.
In conducting this study I was able to look at the tabulated results from the three most
recent surveys done in 2005, 2007, and 2010 (Sisters of Saint Joseph, 2010b). These
results will be discussed in the following sections as they apply to the themes the oral
history interviews uncovered.
Why People Volunteer and the Rewards of Volunteering
In talking to the subjects of this study it was mentioned over and over again how
amazed they were at the dedication, commitment, and joy that is apparent from the
volunteers and how they do their work. Many subjects mentioned talking and working
with volunteers and the feeling they got from these people that the effort of volunteering
was as important to the volunteers themselves as much as the services that they were
providing for Clinic patients. Part of this was the ability to practice medical care as they
wanted to. This was noted by Stewart Laird as he talked to physician volunteers.
And, they said you know Stu, this is a, the most rewarding time I have in
all of my healthcare, ah, experiences every month, and I really look
forward to coming to these clinics, ah, and I‘d say most of em came two
times a month. And they said, you know when we‘re in our regular clinics
people are complaining, they, they had to wait too long, they aren‘t
compliant with their medications and, they never smiled. Every patient
here smiles at us and thanks us for what we‘re doing for them and we
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don‘t get that in our practice. And, so that‘s, that‘s why I‘ve (the
physician volunteers) been motivated then to continue on, (Stewart Laird,
2011, p. 5)
This thankfulness from patients is seen often at the Clinics because people often do not
have any other options and know that this may be the only place that they can get help.
The feeling of getting rewarded from volunteering is expressed in many ways in the
volunteer surveys. Respondents used phrases like giving back, having the opportunity to
help people who usually don‘t have access to health care, and providing a service. The
idea of making a difference and being able to use their skills are also ways volunteers
express the rewards of volunteering at the Clinics. The volunteers seem to feel that they
are truly appreciated for what they do in their work.
There are other reasons subjects gave for volunteers participating in the Clinics.
In some cases it is a connection to the neighborhood where the individual clinic is
situated. It may also be a connection to the Sisters of Saint Joseph. Mary Madonna
Ashton talked about some of these reasons why volunteers step forward.
Well, when I‘d asked them or they‘ve offered, you know, why they
volunteer, many of them have said I want to give back to the community
or I lived in this neighborhood when I grew up and, ah, I wanted to get
back to where it was and I love the people in this neighborhood or they‘ve
just simply, I remember one doctor telling me that ah, for years, he went
abroad to South America or some place like this to do his, volunteer work.
And then I discovered, you know, there was a need right here at home,
why not, you know, take care of people at home. So, I think there‘s

REFRAMING MISSION

165

varying needs, I think for the doctor who newly retires, many times, he
doesn‘t want to lose his touch in medicine and it‘s a good way to, you
know, keep up-to-date a little force them to do the reading and all that they
want to, that they want to do, but you‘re motivated to do it more if you‘re
actually taking care of people…I think we (the CSJs) have a good
reputation for, you know, carrying through on what we do and I do think
that it‘s significant in terms of people volunteering. (Ashton, 2010b, p. 6)
She also went on to talk about the type of person that she saw volunteering in the Clinics
and how this let some people be more oriented towards possibly volunteering.
Yeah, I think there is (a certain type of person who volunteers). They‘re
more apt to be very social for one thing, they‘re very apt and most nurses
are really concerned about people, so you know, that isn‘t I suppose so
different, but, ah, many of them again are thinking about, you know,
maybe this is what I‘d like to do when I retire, most of the nurses are in
active jobs. But I think they think about, you know, maybe I could
continue doing this later. Or we have—I have a friend, for example, who
ah, was a lab technician and she wanted to work in the Clinics right when
she retired and, you know, we didn‘t really need a lab technician in the
clinic, but she does admissions but then she does all of their drawing of
blood, et cetera which is a real help to them and in the clinics the nurses
don‘t do that then. So, she has, you know, sort of—so we‘ve combined
some people like that when they‘ve been interested and they have some
talents along those lines. But, they‘re the,—I would—I have noticed that
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the people that we have volunteering come from the sort of the excellent
ranks of the profession. (Ashton, 2010b, p. 24)
The fact that most of the volunteers at SMHC are medical professionals brings
some different twists to why volunteers come and why they stay. While there are jobs
that people without specific technical skills or qualifications that people can volunteer
for, these jobs are relatively few and can fill up quickly. Diane Peters commented on the
effect of having medical people for so many volunteer professions and how this
background helps keep people in the Clinics.
I think it‘s the medical people, I think they are so dedicated to giving back
to the community that, that always surprised me too, you have these
people who have stressful jobs in clinics and hospitals, they don‘t have a
lot of time off, they‘re working bad shifts and yet on their days off they
come and volunteer and it‘s gotta be that medical person‘s heart that just
makes them want to take care of people and give back and they do and
they just keep doing it. And, a lot of our, our admitting people have been
people that worked in the medical field in other ways, maybe, maybe in
admitting, maybe in medical records, maybe as a nurse who doesn‘t want
to keep up her license but wants to do something. And, once they do it,
they love it. So, once they do it, then they‘re hooked. Cause they really
like being able to take care of these people. And the doctors especially
like it because there‘s no clock running on ‗em. There‘s nobody saying
you need to get these patients out in ten minutes. So they feel like they‘re
practicing the kind of medicine that they were trained to do and it really,
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really taps into some of their skills. You know, they have to look at these
patients, try to diagnose them, try to find out what‘s going on with them
without spending a ton of money doing it. (Peters, 2010, p. 16)
This relative lack of technology for lab tests and other procedures that have
become more common in many parts of medicine today force the Clinics and the clinic
volunteers to look at more basic things than they might do usually. But counterbalancing
this is the ability to spend more time on an individual‘s care than is often available to
physicians in American mainstream medicine. Marie Theresa Belanger hit upon some of
the more emotional rewards volunteers can get from working with patients in this more
relaxed and personal setting. She talks about how new patients are made to feel
comfortable and welcomed in the clinics.
But if they (patients) haven‘t (been there before), they‘re afraid…And the
nurse along the way even if it‘s with an interpreter, will reassure them so
that they begin to open up, and they begin to be a little more secure in this
setting with different people that they have never seen before. And in the
end then when they come out, and the nurses take them and say we are
going to give you this medication or the doctor wants you to do this, uhm,
he wants you to have an x-ray or he wants this or that, uhm, the nurses talk
them all the way through it and tell them where to go and ask them are you
okay? You know, so in the end it‘s like, they‘re not alone, you know,
inside themselves, but somebody has received all this that they‘ve said and
they go out the door and they say thank you! I mean, everybody gets a
thank you. And it‘s a reassure…, to me, them saying I‘m not so afraid any
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more or I‘m not unsure anymore, or I‘m not alone with whatever this pain
is anymore, uhm, so it‘s, and to volunteers, to work through people with
that is such a thrill. (Marie Theresa Belanger, 2010, p. 27)
These comments about the use of skill to help people in some way and the thanks
the Clinic workers get from the patients was repeated several times from many different
sources during my process of data collection. In fact it was brought to my attention that
some patients were inspired by the help and changes for their health that they became
volunteers themselves. The most notable example was given about a Hispanic woman
who needed gallbladder surgery and was able to have it through the Clinics. After her
surgery she then came back to become one of the first volunteer interpreters for the
Clinics, working in the St. Matthew clinic. These positive experiences help spread the
word about SMHC and help with the Clinics ongoing recruitment efforts for the
volunteers of the future.
The Ability of the Clinics to Recruit Volunteers
It is interesting to note that the idea of using volunteers for the Clinics was
something that came about as a bit of an afterthought in the beginning. Mary Madonna
admits that she had some questions about how to start a clinic after working with large
hospital and a large public department such as the Minnesota State Department of Health.
So the first efforts at recruiting were done through her connections and friends of others
in the original staff group, working through their networks and professional connections.
But fairly early on the idea of going with volunteers rather than paid staff stuck and the
Clinics have not looked back as they have tried to find people to staff clinics.
In those early years there were several visits to churches and community service
organizations describing SMHC and its purpose. Part of this was to look for possible
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clinic sites but it was also done to gain support financially and for volunteers. Everyone
in the original group of four went out and took turns spreading the word. The message
was successful enough that the Clinics had places calling them asking if they could start
clinics in their sites. Both Mary Madonna and Diane Peters commented during their
interviews that after going to a meeting at an Assembly of God church they got a call
back from the church saying that they were ready to start ten clinics, which was many
more than SMHC had going a the time! This did work out however and SMHC has had
three clinics in Assembly of God churches.
As the number of clinics and clinic days grew some worried about how they were
going to get all the volunteers that they needed. In the early days the core staff were also
going out and participating in clinic sessions, transporting supplies and records, and
taking lab tests to the hospitals for processing. To Diane Peters it seemed like the whole
enterprise might fall because of not having volunteers to help run clinic sessions:
So recruiting of volunteers has managed to keep pace with the growth of the
Clinics without the Clinics requiring that volunteers work more than one or two days a
month. While the SMHC is a ministry of a Catholic organization, there has been variety
in both the types of sites clinics are at as well as in the religious affiliation of those who
volunteer. Not everyone who volunteers has a direct connection to the Catholic Church
or the Sisters of Saint Joseph. Some volunteers have been taught by the Sisters or
worked in places like St. Mary‘s and St. Joseph hospitals. But others get connected to the
Clinics by being connected to the place where the individual clinic is located or by
knowing the reputation of the Sisters for doing good things and doing those things well.
As Irene O‘Neill puts it;
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I mean we thought our clinics would be temporary, well now, it‘s
practically a national model, you know, I mean it‘s—so it wasn‘t our
intention, but we‘re not gonna start something and have it just crummy,
you know, we‘ll just whatever we do we want to make it the best, so you
want a really good clinic, you go to the St. Mary‘s Health Clinic, you want
a good system go there, I mean it‘s, it‘s excellent. (O‘ Neill, 2011, p. 12)
This reputation for excellence has served the Clinics well in recruiting and keeping
volunteers.
It was mentioned earlier that some patients become motivated to become
volunteers after they have received treatment at the Clinics. I also found that some
volunteers become motivated to come as core staff members. Because of the small and
close-knit nature of the core staff, the skills potential volunteers have for these jobs are
carefully reviewed. People applying for these paid positions must realize that they are
not going to be getting the same amount of patient contact or the same rewards as they
did as a volunteer. Marie Therese Belanger told me about a volunteer candidate for her
position that stated that helping people was one of her main values. As Belanger stated,
―I couldn‘t take that young woman from where she was in her life and want her to be in
the position (of Clinic Coordinator) even though she would do well in that‖ (Marie
Theresa Belanger, 2010, p. 16). In addition two of the three medical directors in Clinic
history were volunteer physicians before they took over the job of medical director. Two
of the four nursing supervisors were also volunteers before taking their core staff jobs,
one in the Associates of St. Mary‘s Clinics and the other as a volunteer nurse and then on
staff as an outreach coordinator before becoming a nursing supervisor. People I talked to
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in my interviews valued this experience and ability of the Clinics to ―bring people up
through the ranks.‖ It also speaks to the continued mission of the Clinics as seen through
the volunteer commitment. We will explore what the subjects of this study had to say
about this idea now.
Volunteer Clinic Model and its Connection to Mission
While it was not always stated directly in my oral history interviews, the idea of
volunteering and the volunteer model as being core to the mission of SMHC came
through time and again. There is a firm belief in that a certain type of individual
volunteers for the Clinics, one who buys into the mission of SMHC and the goals of the
Sisters of Saint Joseph themselves. While they do not go out directly and advertise for
people to consciously identify as being connected to this mission, there is a belief that if
CSJs and SMHC keeps doing the work that they do these type of people will find the
Sisters and their Clinics:
Well, a lot of people, let me put it, it‘s not uncommon when somebody
discovers who we are and what we been doing for, you know, centuries
and what we‘re doing now, that it resonates so much within that they
wanna be with us and part of us and so, some become members, some
become lay members of our community, men, women, different religions,
uhm, and it doesn‘t surprise me, same with our board members too,
because on the foundation board because we‘re dealing with the mission
one hundred percent of the time, they‘re like, they don‘t want to be
separate from it, so they find ways to stay engaged and with us, it‘s like
once you‘re inside you can‘t get it out, kind of like, when somebody, when
you graduate from a college you love, you can‘t take the education out of
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you know, that college out of you, it‘s always with you. (O‘Neill, 2011, p.
31)
In many cases this belief seems to have worked and there was a great underlying
foundation of belief in values that I saw from my interview subjects and looking at
resources such as the volunteer surveys. This was reflected in the volunteer surveys in
the responses to several questions. Volunteers who responded felt that the aspects of the
Clinics that worked well were the type, amount and consistency of follow-up that patients
received from staff. Several comments were made that the follow-up was better than the
regular clinics were the volunteers worked. The level of communication between
volunteers and staff was also cited as an aspect of the Clinics that worked well. The
comments about what could be improved included concerns about keeping up with
records, consistency in data collection, and organization to help keep things moving
effectively. These were all concerns that mirror values of quality and sometimes can
speak to the balancing resource issues discussed in Chapter Six. Other concerns that tied
in with the resource issues mentioned earlier were concerns about getting patients
additional services or higher tech services for certain chronic conditions such as diabetes.
All in all these comments reflect the Clinic mission of providing quality healthcare to the
greatest number of people.
While the use of medical professionals has been cited by the subjects as one
reason people come volunteer to the Clinics and stay, there is another mission related part
to the medical professional aspect of volunteering. This other part is the idea of
professional behaviors and professional ethics. As an educator of healthcare professionals
I know that this is a key emphasis in any educational program and is something that
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students spend their time thinking about and professors and clinical supervisors spend
their time teaching about. The nurse supervisors tapped into this dynamic as they talked
about the dedication and professionalism about the people they supervise at the clinics:
Allison:

Dedicated, what I think is you know, a lot of people have to
supervise people at their jobs, you know, there in
supervisory positions, you know nobody shows up, you
have this, you have that, these people, it‘s, what a job
supervising professional, you know, people who

All:

Right. who want to be there,

Allison:

Want to be there, they come, they show up, they‘re
dedicated, they‘re

Jen:

And, love being there.

Pam:

They get it.

Allison:

Yeah, they get it.

Carol:

They get it, they get it, they see it as a job, most of the
nurses, volunteer nurses

Jen:

And, the missions

Carol:

And, they see the mission and they see as a job, they see it,
you know, I mean, they‘ll call, if they have to call in sick
for whatever reason

Jen:

They feel terrible!
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They‘re so apologetic. Because, it‘s like I can‘t come into
work today (laughter) cause they get it, they get the
mission, they get it, it‘s their job and they love it.

All:

Uhm, hmm.

Jen:

And the doctors and nurses work great because all want to
be there, they all want to be volunteering, it‘s not like
you‘re having to drag yourself to work at a job you don‘t
like, cause they all want to be there and they choose to be
there.

Carol:

Yeah, they don‘t have to, they don‘t have to be here.

Jen:

They don‘t have to be here, right. (Nurse supervisor, 2010,
p. 15

Another factor that enforces this ―esprit de corps‖ as Mary Madonna put it, for
volunteers is the smallness of the clinics themselves and the small numbers of volunteers
that work at any one day in a clinic:
Mary Madonna:

…when I was there, people stayed for long periods of
time, I mean years. And, it‘s probably the smallness of
the, of the situation that, you know, makes it much
more intimate. For the volunteering, you know, they
really get to know each other.

John:

Well, to some extent, that seems to be an advantage
too,

Mary:

Oh, it is.

REFRAMING MISSION
J:

175
That the people feel like they‘ve accomplished more in
a smaller setting like that.

M:

Yeah, uhm, hmm. I think that‘s one of the big
attractions is that they really feel like they‘re a team.
(Ashton, 2010, p. 25)

This emphasizes the importance of community centered services that many of the
subjects included in their description of the volunteer or neighborhood clinic model.
So there is a smallness advantage to the neighborhood community model that
relates to the mission of the Clinics and volunteering. However subjects also mentioned
the larger community in each clinic site that is not directly involved in the day-to-day
operations of the clinic. This community includes people like the pastor or spiritual
leaders of the church, the janitor that sets up the rooms for the clinic session, and the
other members of the sponsoring organization which holds the clinic who take pride in
doing something for the community and less fortunate members of those who may be
regular members of that sponsoring organization. Diane Peters expressed this feeling
when she talked about the community neighborhood model in relation to the partnership
model of Park Nicollet:
…but the other part that‘s very, very rewarding is being able to work with
the volunteers and we just talked about this recently at a meeting that one
of our biggest strengths is that we‘re so far out into the community so it‘s
not just the ten staff, it‘s not just the Sisters of St. Joseph, it‘s each one of
those eight sites and the janitor that sets up our tables once or twice a
week, and the eight volunteers that come to every clinic and, and, there
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had been talk, Mary Madonna used to like to say well, maybe we should
just go to the Park-Nicollet model and not have these volunteer clinics and
I used to say, but look at all the people that contribute to this ministry and
get something from this as well as give something from this that would not
be able to give if you take away this volunteer piece of it. So that‘s
probably the most rewarding. (Peters & Hein, 2010, p. 38)
The loss of those neighborhood sites was seen by some of my subjects as a threat to the
mission of the Clinics, a change that would reduce the involvement and awareness of the
greater community about SMHC. For an organization that is so dependent of volunteer
contributions and funding this could be disastrous for the future.
There was also a great awareness and appreciation of staff for the efforts of the
volunteers and the need for close connections between core staff and volunteers. Close
working relationships and awareness of volunteer perspectives were emphasized to keep
the volunteers engaged and to keep core staff aware what was going on ―in the real
world‖ of the Clinics. There was an awareness that if staff changes volunteers could also
likely change. Diane Peters talked about this:
Ah, well, one of the things, one of the things that, that‘s really important is
our volunteers as well as being connected to their clinic and the people
they work with, they‘re very connected to the staff person that recruits
them and supports them. And, when we change staff, lots of times, we
lose volunteers. Cause there‘ll be people that will say, boy, I really, really
I should retire from St. Mary‘s but, man, I just don‘t dare tell Diane that
though, but when she goes, I might go. You know, and things like that.
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So that‘s a real piece and, and new staff I really try and tell them, it‘s
really, you are very important to your volunteers, they love to see you
come out there, they love to talk to you, they love to know what‘s going
on in the office and be connected with you, so part of that connection and
going out and being connected with those volunteers is really, really
important. (Peters, 2010, p. 22)
She also talked about the benefits and rewards of going out to the clinics to interact with
the volunteers. She stated that it gave her ―affirmation‖ about what is going on at the
clinics. She also stated that it let her find out what things needed to be fixed or redone as:
they never, the volunteers don‘t complain, it‘s just amazing, I went out to
a clinic one day and I said, you guys don‘t have hot water in the sink, oh
yeah, we know. I said, you didn‘t think to call me? …They just kind a,
they just kind a make do, it‘s really interesting, so. (Peters, 2010, p. 29)
The other group that talked about the importance of connecting to the volunteers was the
nursing supervisors. They pointed out that part of their job was to make the volunteer
experience good for the volunteers. This includes not being stressed and ―to be able to
serve people and feel like they have some autonomy and, and be able to feel like they‘re,
uhm, they‘re giving back to the community just like what drew us to the jobs as well‖
(Nursing supervisors, 2010, p. 16). They make a point of being there and accessible for
volunteers, whether it is by phone, or email. They use volunteer feedback and
suggestions in their weekly meeting as nursing supervisors to help improve logistics or
solve other problems that come up. The also make a point of telling the volunteers thank
you because they know the Clinics could not run without them.
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Besides the direct contact SMHC also does programs for the volunteers including
a fall in-service every year. They also have volunteer appreciation dinners organized by
the Associates of Saint Mary‘s Health Clinics as well as a memorial service for those
volunteers who have passed on during the year. The volunteer appreciation dinner is an
event started within the last six years and grew out of a more religious service named
Evensong. This service was held in the chapel and had a very structured formal
ceremonial type of feel to it. This was changed to the appreciation dinner because the
CSJs saw that Evensong was not engaging the volunteers the way they wanted it to. The
current dinner allows for more social conversation and information about advocacy. The
religious ritual has been modified to include a ―Blessing of the Hands‖ in which the
group prays for the work that they have done and the work that they are about to do to
meet the needs of those in the Clinics. This type of blessing has become increasingly
popular with social service volunteer groups in the last decade. Several volunteers were
mentioned by name during the oral history interviews and it was obvious that there is a
close relationship between the core staff and many volunteers. These relationships and
interactions echo the values expressed in the mission of SMHC and the concern for the
neighbor that is prevalent in the CSJs as a whole.
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Chapter Nine
Discussion

This study looked at the creation and development of the Saint Mary‘s Health
Clinics, an organization that was developed by the Sisters of Saint Joseph, Saint Paul
Province, to reshape and continue their healthcare mission after the selling of Saint
Mary‘s Hospital in Minneapolis, Minnesota. The study was done from an oral history
perspective using oral history methodology. It posed four major questions to look at this
history and in particular the modification and reframing of the healthcare mission of the
CSJs. This discussion will combine material from the literature review as well as themes
from the oral history interviews to shed some light on the four research questions below.
What heritage and traditions of the CSJs helped encourage the
development and ongoing operation of the Clinics?
How did the creation and development of the Clinics support and
reinvigorate the mission of the CSJs?
How did leadership practices used by the CSJs allow the creation of the
Clinics and support its ongoing operation?
What events and personalities have developed in the history of the Clinics
to bring them to where they are today?
CSJ Heritage and Traditions
There are many pieces from the literature review and oral history interviews that
speak to the role of heritage and tradition in the development of the Clinics. This
includes things from within the history of Catholic nuns in America as well as the CSJ‘s
own history.
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The story of the CSJ healthcare mission in the upper Midwest parallels the path
described by Stepsis and Liptak (1985) and Wall (2005) in their description of the general
development of Catholic healthcare in America. The CSJs were asked to come to St.
Paul initially to start a school, but quickly turned to healthcare after a local need
developed from a cholera epidemic. This eventually resulted in the building of St.
Joseph‘s and St. Mary‘s hospitals in the Twin Cites and expansion into North Dakota in
the last half of the nineteenth century and the first two decades of the twentieth centuries.
The CSJs also started their hospital based nursing schools during the period of time
McCauley (2005) identifies as the time of the Catholic hospital reform movement. In the
post World War II era St. Mary‘s hospital individually participated in the Catholic
hospital expansion phase identified by Stepsis and Liptik by increasing its number of
beds to its all-time high of 490 beds, starting a radiation center, alcohol treatment center,
and rehabilitation center.
The CSJs also went through Stepsis and Liptik‘s third phrase of the history of
Catholic nuns in America, the period of crisis and consolidation. The factors instigating
this crisis were similar to some of those mentioned in the literature including the rising
wave of managed care and economic pressures to have the best and the most technical
equipment to address healthcare needs. Other changes in American life that were pointed
out in the Stepsis and Liptik book were also present including the increase in our standard
of living, increasing poor and elderly in America, and moral debates about such matters
as the right to life. The emotional upheaval these issues brought about can be seen a part
of the original Carondelet LifeCare board‘s insistence about trying to keep St. Mary‘s
Hospital and its concerns about the Catholic nature of the hospital, especially if were to
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be sold. While these national and broad trends can be identified as the overall Catholic
heritage that helped encourage the development of the Clinics, there were some
particularly CSJ specific factors that helped make this change as well.
The Sisters of Saint Joseph have had a long heritage of going out to the
community for ministry. In fact their charism identifies the ―Dear Neighbor‖ as the focus
of their work and the activity of going out to the people to provide assistance and support
is part of the founding direction of the whole order. They have never have been a
cloistered order of nuns. This helped them take advantage of the mandate in Vatican II
for religious orders to instigate programs of renewal to adapt vowed religious life to the
social environment of the 20th century. (Ebaugh, 1993). Initiatives started and fostered
by the Ireland family connection and their influence on the CSJs helped create a
philosophy of activity and a CSJ way of doing things, including the ―two arms of social
justice‖, service and advocacy. Their success at creating collaborative relationships and
organizations that worked created a reputation for excellence and getting the job done
that reinforced future efforts and new approaches for problems that may not have been
possible for other organizations to pull off. Their large presence in the Twin Cities
community made them a force that made people pay attention. If the CSJs were involved
in something there must be some merit to the project. These advantages helped the CSJs
to try to present alternative methods of dealing with social justice issues, such as SMHC
and healthcare. It has allowed them to create an alternative way of providing healthcare
that is more preventative while engaging many segments of the community in
collaborative efforts. This appears to be at least a semi-conscious, deliberate way of
trying to make social change in the community.
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The CSJs moved strongly into what Heinen, O‘Neill, and others referred to as
―street ministry‖ in their interviews. All my participants viewed this as a return and
replanting of the original mission of the Sisters of Saint Joseph. The implication was that
this was felt to be more useful for others and more self-actualizing, as described in
Maslow‘s hierarchy of needs, for individual sisters. However the net effect of this was to
pull more resources away from the older institutional missions of the CSJs at a time when
more nuns were leaving the order, retiring, and getting older. These dynamics gave
support to the healthcare changes that were happening in the 1980s that made
maintaining brick and mortar traditional hospitals more difficult.
Reinvigorating the CSJ Healthcare Mission
I have identified some historical factors that allowed the CSJs to move out of their
original model of healthcare services to the system that is now Saint Mary‘s Heath
Clinics. Critical to this is the identification and reworking the idea of mission to apply to
whatever ministries in which the CSJs are currently engaged. The findings of the
literature review and oral history interviews bring up some interesting connections
between SMHC and mission-driven organizations and changing organizations.
The Place and Position of Mission. A review of the relevant mission statements
of the organizations in the history of SMHC (see Table 5.1) include some consistency in
values as well as some subtle changes in language that help identify the social
construction of the CSJ world. The consistent values between all these statements
include Christian values, ethical healthcare, and meeting the needs of those who cannot
meet them themselves. What has changed in these statements in terms of language has
been a change from using the word ―poor‖ to ―medically uninsured and underserved‖.
This expands to some degree the size and characteristics of the population the Clinics
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serve, in view of the significant rise in undocumented immigrants that the Clinics are
currently seeing. Several participants commented on this immigrant population as a
growing need and a likely focus in the future as healthcare reform may pull more
Americans into a national system. The other important changes in the last mission
statement include a specific listing of values to help define Christian ministry in
healthcare and the addition of the words ―necessary and accessible‖ to the type of health
services offered. These changes reflect the comments made by the participants about an
increased need for advocacy by SMHC, not just treatment of patients, and the realities of
limited financial resources and balancing resources and needs.
The idea of accessible healthcare is also seen in the efforts of the Clinics to use
the two headed approach of neighborhood volunteer clinics as well as partnerships like
the Park Nicollet Clinics. While the Park Nicollet model was sometimes described as the
wave of the future for the Clinics, the neighborhood clinic model still remains the heart of
what SMHC does. It provides a basis for support, both emotional and financial to the
organization, and serves as a source of pride and identification for the CSJs. It gives legs
to Mary Madonna Ashton and the founding myth of the organization as well as the main
values of the CSJ world, working to meet needs and going to where the need is. The idea
of stepping aside to do other things if other people do it better or if the need is not there
was mentioned several times as an option by the participants. However participants
hoped for the need to disappear but not really did not expect it to go away. There is this
sense of continuity of this mission with relatively minor changes to it in the future.
The influence of traditions, symbols, stories and myths can be seen in the process
of the changing identity and mission of the Catholic orders of nuns, including the CSJs.
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The mission of the Clinics also forms a basis for a rich symbolic universe that Berger and
Luckmann (1966) identify as the highest level of legitimization. The most visible places
to see this symbolism is in the annual reports. The cover of the last published annual
report (2009-2010) pictures a waterfall cascading over several levels of rocks with the
title, ―Flowing to fill in the gaps.‖ Other recent covers picture a part of a print called the
―Faces of Saint Mary‘s Heath Clinics‖, done for the Clinics in 2002; hands open around a
light with a statement about the good hands can do for God‘s work; a picture of a
Minnesota nonprofit excellence award the Clinics received in 2008; and an hourglass
with the caption ―The gift of time‖ in the 2009 annual report which focuses on
volunteers. These images along with the emotional power of mission for inspiring
volunteers and staff to service, as was mentioned time and time again in the oral histories,
speak to the strong, lasting power of mission that exists in SMHC. In addition formal and
informal activities that occur between staff and volunteers help to cement the
commitment. The ―Blessing of the Hands‖ at the volunteer appreciation dinner is a clear
symbolic example of this connection between mission and commitment. This mission is
widely spread among the CSJs who all know its place in the story of the founding and
ongoing operation of the Clinics.
From the more mechanical and structural approach to change in an organization,
the change from St. Mary‘s Hospital to Saint Mary‘s Clinics appears to follow Dunphy
and Stace‘s (1988) model of charismatic transformation. This model emphasizes the
support and interaction of key interest groups supporting radical change. In this case the
Sisters of the Saint Paul Province were the key interest group that brought support from
the national organization of the Sisters of Carondelet (in the form of the Health Care
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Corporation) and other social service networks in the Twin Cities. The one group that
stood in their way was the Carondelet LifeCare Corporation board which ran the hospital.
The Sisters were able to handle this group based on the bylaws of the corporation, so
while this was a somewhat shocking move the dissolution of the existing board was
within their rights. The availability of Mary Madonna Ashton helped support this model
as she was a leader the Sisters could rally around and she possessed the skills to bring the
CSJ community together to complete the change.
SMHC as a Mission-Driven Organization. In a practical sense SMHC exhibits
several characteristics mentioned in the literature review about mission driven
organizations. Chetkovich and Kunreuther (2006) identify several aspects of mission
driven organizations that apply. These include matching goals to a social movement and
working to implement these goals; individual transformation (in this case volunteers and
staff) on social justice issues, and collaboration. The more recent public emphasis on
advocacy and advocacy efforts indicates a true connection to the social movement of
universal healthcare and eliminating healthcare disparities in the United States. While it
is not clear that conscious thought was made in putting a CSJ in the Director of Advocacy
position, having one of the sisters there emphasizes the traditional values of the CSJs as
involved in social justice and speaking out on these issues. The social justice message
has also resonated with many staff and volunteers, and was expressed in the interviews
and volunteer surveys as ―making a difference‖ in their work.
The dedication of the staff and volunteers towards the mission and goals of
SMHC was obvious throughout the project. Chetkovich and Kunreuther indicate for staff
and volunteers to participate in this kind of organization they must get past the anger
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about a social justice issue to want to work for its solution. The work then becomes more
than a job, rather a lifestyle change that directs your energies and thinking on a daily
basis. These feelings of SMHC as a lifestyle were strongly expressed by the nursing
supervisors as they talked about being there for the volunteers and having availability for
patients on the weekends in case emergencies came up.
The ability of the Clinics to get donated or ―contributed services‖ is a major
reason why the Clinics can continue to provide care in the neighborhood clinic model.
The use of mission to clearly identify the purpose and ways in which individuals and
organizations can contribute to that mission has been a very effective tool to grow the
organization. Collaboration is also seen in the Park Nicollet model and the increased
emphasis on trying to present SMHC as a ―gatekeeper‖ for organizations to help manage
eligibility questions and connecting patients to existing government programs to help cut
costs for the partnering organization. Chris Johnson in talking about the relationship
between Park Nicollet and SMHC emphasized the advantages both sides can bring as
well as the history of each side understanding the other‘s needs and realities and not
asking or expecting too much.
While the ability of SMHC to form partnerships and get contributed services has
been extraordinary, there may be signs on the horizon that there are limits to where they
can go. Park Nicollet has had to cut back acceptance of new patients at this time and
there are some ongoing issues about the cost of certain critical prescriptions that pose
problems. To date the Clinics and Park Nicollet have been able to make some creative
adjustments to mostly hold the bottom line on these issues. However the national
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economic scene continues to stagnate and state and local government budgets are in crisis
it is hard to see that the challenges are going to dissipate.
CSJ Leadership Practices
This study offered many perspectives on leadership, both within the larger CSJ
organization and the SMHC organization itself. I will look at both of these groups in turn
as to how they relate to the literature review and the oral history interviews that I
collected.
The Sisters of Saint Joseph. The Sisters of Saint Joseph underwent some major
organizational shifts immediately before and during the selling of St. Mary‘s Hospital
and the start of SMHC. This started at the top of the organization with the governance of
the Province. The Province went from a hierarchical model with one Director or
Superior to a Leadership Team and Provincial Council. The leadership of Mary Heinen
was a bridge between this change, with Heinen having the formal title where Sister
Frieda Kalenze and Sister Kathleen Foley were called assistants by their formal titles.
However this group operated as a group of three and the members of leadership teams
since that time have stood as equals with each individual working at things where they
have background or expertise. In addition, congregational meetings have moved from a
delegate assembly approach to meetings as a whole. These changes reinforce the
literature on Custer‘s (2004) study on culture of women religious and the changes since
Vatican II and movement towards feminist styles of leadership as discussed by Enomoto
and Kramer (2007) and Ebaugh (1993).
The leadership structure and changes of this historical period in healthcare for the
Sisters is marked by complicated and rapidly shifting arrangements partially brought on
by the crisis in healthcare mission the CSJs were going through at the time. The order

REFRAMING MISSION

188

made and unmade several business relationships during the decade of the 1980s and into
the early 1990s including the joining of St. Mary‘s and St. Joseph‘s hospitals into
Carondelet Community Hospitals; the creation of Carondelet LifeCare Corporation; the
joining of St. Joseph‘s Hospital with HealthEast and the agreement with St. Mary‘s
Hospital and Riverside into Riverside Medical Center; the joining of the Health Care
Corporation at the national level and then separation from it by the CSJs: and the
dissolution of Riverside Medical Center and Carondelet LifeCare with the selling of the
hospital and the formation of Carondelet LifeMinistries. These changes created tension,
debate and in some cases animosity inside and outside of the Province.
While collaboration did not work in some of these cases the Sisters eventually
found success in the path that they had chosen for mission change. Some changes
required a decidedly direct use of powers as in the case of dismissing the Carondelet
LifeCare board members that were appointed by the Sisters of Saint Joseph. Some
required skillful negotiations and patience as in the selling of St. Mary‘s Hospital to
Fairview and the change in status with the Health Care Corporation. It is to the CSJ‘s
credit that they could make the case for their change in mission and how this affected
existing relationships.
Leadership in SMHC. The role of leaders in the creation and ongoing operation
of SMHC has been critical to its success. The leadership positions in the history of
SMHC have undergone little change as the organization has had only two Directors in its
history. The styles of these two leaders and the transition between leaders have been an
important dynamic in the ongoing development, stability, and growth of the organization.
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The literature I reviewed identified three major functions of leaders in mission
driven organizations. This includes providing direction for the organization, overseeing
operations that produce mission-relevant services, and interacting with the environment
to secure support and ensure relevance (Chetkovich and Kunrether, 2006; Sagawa and
Jospin, 2009). The two leaders of SMHC during this period were able to do this although
the leadership skills emphasized during their tenures differed.
Mary Madonna Ashton. Mary Madonna Ashton founder and first CEO of the
organization had to set the scene and create the initial tone for the organization and how it
worked. She is the heroine of the founding myth of the organization, coming up with the
vision and direction for the healthcare mission of the CSJs. The feeling I got from my
oral history interviews from those who were around at that time was that there was no
question that she was the person for the job. The reasons that people could believe this
are easy to see, and some were pointed out by my subjects in their interviews. Ashton
was a pioneer in healthcare administration for the CSJs, getting the educational
background to run St. Mary‘s Hospital. She was also a pioneer in her position as
Minnesota State Commissioner of Health, facing controversy in her appointment as well
a controversial health care issues like AIDS. She was also originally trained as a social
worker. Because of this background she had instant credibility with the healthcare
community in Minnesota and the people connections to make alliances that brought
donations and agreements for contributed services to SMHC.
The other skill that Ashton had that was not mentioned as often was getting
people together and putting what they said into a plan. This skill was very important in
allowing the community of CSJs to speak and guide the process of what this new
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healthcare initiative was to be. Ashton admits that the Sisters Forum that was held early
on really let her see the need for a neighborhood orientation to the Clinics. She was also
perceptive enough to keep Diane Peters and Patricia Hein from St. Mary‘s Hospital and
to hire Stewart Laird to help with business planning. Together these four individuals
formed a very effective team to get the Clinics off and running.
In terms of personal leadership style Ashton‘s experience with larger
organizations (and possibly personal preference) led her to be somewhat hands on and
directive of the staff at SMHC. She emphasized that she ―did not want to be surprised‖
and wanted to be kept informed of what was going on in the organization. However she
was willing to give people the responsibility and room for initiative once she trusted
them. With this style and skills Ashton demonstrates some beliefs of servant leadership,
most importantly listening to others and building trust which then allows change.
The other very important piece of Ashton‘s leadership was the transition in
leadership from her to Barbara Dickie. The literature showed that there can be great
difficulty for mission driven organizations to change leadership, especially if the change
is from the founder of the organization. The original leader must strive to not become the
face and essence of the organization, hindering the ability of the successor to take over
and make their mark. As the oral history interviews indicated Ashton was very good at
stepping away and letting Barbara Dickie create her own leadership model at SMHC,
serving as a behind the scenes mentor as she was needed.
Barbara Dickie. Barbara Dickie had some very different leadership challenges
and dynamics when she became Executive Director of SMHC. First and foremost she
was an outsider to the CSJs and the organization. She was not Catholic or a Sister of
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Saint Joseph. While she had a strong background in administration in health care
organizations it was on a smaller scale than Ashton. She did not have that instant
credibility that Mary Madonna had. She had to learn the catholic culture and specifically
the CSJ culture. Being a non-catholic working in a catholic institution for many years
myself I can attest to the learning curve one must go through to be effective in the new
culture. You often do not know what you do not know until you are surprised by the
differences and assumptions.
Dickie has also lead in a very different economic time that Ashton did during the
1990s. The 1990s were years of boom and strong economic growth for America. Since
Dickie took over the economic landscape has become much more challenging and
securing funds for agencies like SMHC are a constant battle. The CSJs realized that the
original funds set aside for SMHC were not going to last and a different funding
mechanism had to be developed. The move to focusing on fundraising and not getting
monies directly from the Province created staff cuts and downsizing. This created staff
anger and frustration as a small close staff was made even smaller. In addition serious
issues are being raised about the healthcare system with great uncertainty how it will turn
out, despite the healthcare reform bill. So the challenge became more of survival and
stability rather than creation and mission building.
Dickie‘s strengths and orientation have helped mitigate these negatives to allow
SMHC to expand and grow. Dickie describes her style through the image of a snowplow,
a more collaborative approach facilitating the ability of current staff members to use their
talents. This kind of thinking fits the principles of transformational leadership and
feminist leadership models. Her focus on processes and building partnerships has also
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made SMHC more standardized and not so leader dependent. This will be important in
the future as the healthcare environment continues to change.
Other sources of Leadership at SMHC. The emphasis on collaboration and
communication has developed opportunities for other staff to be leaders in the day-to-day
operations of the Clinics. After analyzing the oral history interviews and other data
sources the current model for internal decisions is what Chetkovich and Kunreuther
(2006) calls a leadership circle. In this model the Executive Director role is shared by
two or more people under the board of directors. The group in the leadership circle has
final say and interacts regularly with line staff. There is a strong culture of participation
where line staff has major input and decision-making power in certain areas and day-today operations. In the case of SMHC the other person in the leadership circle is Diane
Peters. Peters has a strong base of power based on her long time tenure with SMHC and
experience in expertise in running day-to-day logistical and financial support for the
Clinics. While Dickie is focused more on strategic planning and overall funding options
for the organization Peters is dealing more with the nitty-gritty of budget, logistics and
clinic coordination.
The other subjects I interviewed who had significant leadership roles in the
organization were the nursing supervisors. They appear to be the major staff-volunteer
connection in SMHC on a day-to-day basis. These people talked in great detail about
how they interact with volunteer nurses to look at patient care issues, including managing
some of the financial dilemmas discussed in Chapter Seven. They also meet with the
Medical Director on a regular basis to look at medical issues in the Clinics. Dickie and
Peters have moved much of the medical decision-making to this group and their
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interaction with the volunteer nurses and doctors, although Peters retains the overall
control of the eligibility process and decisions about patient care where difficult financial
decisions are involved.
Altogether SMHC today represents a model with much collaboration and input
from staff but also one that the major control of the organization is in the hands of
Barbara Dickie and Diane Peters. The staff members I interviewed feel a part of the
organization and do feel like they are respected and have input into the decisions.
However a leadership challenge is brewing in the future. It has started with the
retirement of Sister Marie Theresa Belanger from the Clinic Coordinator position. It will
culminate with the retirement of Barbara Dickie and Diane Peters, probably within the
next two or three years by their report. There has been a successful transition from Sister
Marie Theresa to a new replacement that is younger and male. The challenge will be
creating a transition for Dickie and Peters who hold a substantial amount of information
and history about the Clinics, much of which is not formalized in procedure or written
down. The organization has realized this and efforts are being made to put some of this
into formal documents and policies. However there is much work ahead to make this as
smooth a transition as occurred between Ashton and Dickie.
The one area where I encountered some tension was in people‘s responses (or
lack of response) to the questions brought about by sponsorship of the Clinics by the
CSJs. Particularly in relationship to the dynamics around balancing and using resources,
some concerns were implied by my subjects. This was a topic that was only implied, not
talked about openly. This may be another issue that will affect the organization in the
future if the physical CSJ influence and participation continues to decline.
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Significant Events and Personalities in the History of the Clinics
The last purpose and question of this study was to identify and find out more
about the significant events and personalities in the history of SMHC. Significant events
that I discovered while working on this study included the agreement made with the
Fairview system that resulted in the creation of Riverside Medical Center: the ongoing
struggle over the resultant operating agreement and the decision for the Sisters to sell
their interest in the hospital which included dismissal of the Carondelet LifeCare board:
the installation of Sister Mary Madonna Ashton as CEO of the new board and the Sisters
Forum meeting she organized in 1991: the transition for Mary Madonna Ashton to
Barbara Dickie as the leader of SMHC: the change in funding of SMHC and reliance on
fundraising as the main source of income: and the partnership between SMHC and Park
Nicollet creating what is referred to as the Park Nicollet Model. The researcher was able
to interview most of the significant personalities in the history of SMHC including Mary
Madonna Ashton, Barbara Dickie, Diane Peters, Mary Heinen, and Marie Theresa
Belanger.
Finding out about the significant personalities and events in the history of SMHC
is a question in which the use of oral history methodology was uniquely qualified to
address. This project benefited from the oral history and historical research methods in
several ways. The major participants in the history of the organization are by and large
still living and accessible for interviews. The great majority of subjects I asked for
interviews accepted and participated in answering my questions. They were all interested
in and valued the project so they gave great detail and good examples to highlight stories
about the Clinics.
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Another major advantage this project had was a large and detailed archival source
dealing with the history of the CSJs as well as the history of SMHC. The challenge was
not finding information but to organize and trim information that was most germane to
the topic at hand. This helped inform myself and let me create interview questions that
were to the point and provided confirmation and clarification to information gained in
other interviews and printed sources.
I was particularly pleased to be able to interview the original four members of the
founding staff of SMHC. The information these interviews provided allowed me to get a
greater insight in the forces surrounding the sale of St. Mary‘s Hospital and creation of
the Clinics. Although not all of them are still working for the Clinics they all had
perspectives that looked at the longer picture and went beyond their time directly
associated with the Clinics.
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Chapter Ten

Conclusions, Implications, and Recommendations
This project has allowed me to pursue passions I have as a researcher in history
and healthcare. It has also resulted in a project that I believe will be useful to the
sponsoring CSJ organization as well as other small mission-driven healthcare
organizations. The depth and detail that one gets from participating in oral history and
historical research methodology results in a rich and varied view of a historical event or
historically important organization. While each one of my participants had different
experiences and perspectives about their interaction with SMHC, the one connection was
belief in and commitment to the mission the organization represented. This project is an
example of how the development and belief in a compelling and important mission can
motivate large numbers of people to do good for their fellow human beings.
Conclusions
Mission and its role in a Mission Driven Organization. After looking at the
available data and interviewing 14 individuals I would conclude that the Sisters of Saint
Joseph have made a successful shift from a traditional brick and mortar healthcare system
to a more community based ―street‖ ministry model of healthcare. This change was one
that was made with a certain level of participation by the whole community and as such
has gotten deep and positive support from the whole CSJ community. SMHC is viewed
as the major ministry of the CSJs by the Sisters and individuals speak of it with great
pride.
This mission revision was brought about and supported by the Sisters because
they saw it returning to their roots as meeting the needs of the ―Dear Neighbor‖ in the
local community of those that they are serving. This brings them back to their original
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history when the original sisters roamed the streets of LePuy to help the poor and needy
there. The mission revision has occurred in a very symbolic way and is now one of the
―myths‖ of the Sisters of Saint Joseph in the Saint Paul province.
For those laity involved in the day-to-day operations of SMHC this change in
mission has become the mantra of the organization and serves to draw volunteers and
others to contribute and work for the organization. It directs their actions in their work
and provides a clear and firm foundation for them to work on a daily basis.
The mission has also added to the social construction that is the CSJ world by
adding meaning to the ideas of helping neighbors, meeting needs, and flowing to fill the
gaps. By defining the mission is this manner it is likely that there will always be a need
as the participants in the study did not realistically see a future where all Americans
health needs would be covered by the mainstream healthcare system. In this way the
mission provides a framework for continued interaction and meaningful purpose for the
CSJs in the future. There has also been an overtly stated expansion to the mission which
has driven the efforts for advocacy and justice. This was present before but in a much
more subtle way. The advocacy piece provides an outlet for the Sisters themselves to
participate as their numbers shrink and they age to the point where direct service in
clinics is not practical. It also provides a way for them to connect to members of the
community (volunteers, board members, and those who collaborate with the CSJ) to
spread their mission and values to a wider group. It is creating a like-minded group of
people who can help carry on the mission when the numbers of CSJ women religious are
too small to continue in a meaningful way.
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Leadership in a Mission Driven Organization. Leadership in SMHC has
served to meet the mission throughout the years. The nature of leadership is also a source
of pride to the CSJs and part of the founding myth of the Clinics as it was a leading
member of the CSJ community that took the challenge and facilitated a successful
outcome.
The transition in Executive Officers has also been a successful one, avoiding the
pitfalls of having leaders who were so charismatic and all-powerful that they handicapped
the next person coming in to lead the organization. This transition was successful
because the original founder stepped out of the organization and only offered mentoring
as requested by the new leader.
The leadership challenges to SMHC have changed over time and the personal
skills of the two leaders in charge of the Clinics met the major needs of the organization
at the time of their tenure. The founding leader, Mary Madonna Ashton needed to create
a structure for the Clinics and make the Twin Cities community aware of the existence
and purpose of the Clinics. She was uniquely qualified for this because of her
connections and experience with the Twin Cities healthcare community. She was also a
CSJ and thus had an understanding and awareness of the values and beliefs of the CSJs.
Barbara Dickie came in at a time of decreased economic prosperity and with a mandate to
build on an already existing structure. She did this by focusing on processes and working
with the new change in funding for the Clinics that emphasized grants for support rather
than direct contributions by the CSJs. She also used her staff resources to increase the
amount of collaboration among the staff using a leadership style that was more
facilitative than directive.
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There are examples of leadership throughout the organization and there appears to
be a culture of participation among the staff. This will help increase the organization‘s
chances for success in a more competitive and changing healthcare environment. This
level of participation also helps increase the commitment of staff to the organization,
leading to a high number of individuals who have worked for the Clinics several years.
Balancing Resources and Human Need. Perhaps the greatest daily challenge to
the Clinics is balancing the available resources the Clinic has against the seemingly
endless medical needs of the populations that it has served. Overall the Clinics have been
successful in allocating resources to provide a great deal of care to people. The careful
use and definition of eligibility requirements has been critical to maintaining this balance.
As such the hiring of the Intake Coordinators and the funding that allowed the Minnesota
Health Care Programs Coordinator are vital to the ongoing success of the organization.
These positions are also critical for the continued success of the Park Nicollet partnership
as the eligibility screening is almost entirely in the hands of SMHC.
The ability of the Clinics to lobby for and receive broad and deep discounts for
service from other healthcare providers has also made the existence of the Clinics
possible. This success speaks well of the negotiation skills of the leaders involved in the
history of the Clinics. It also speaks to the prestige and reputation of the Sisters of Saint
Joseph in healthcare and the willingness for others to support a new venture such as the
Clinics. Ongoing contributions by healthcare providers will be necessary to keep this
system going. The future of the ability for other organizations to do this may be at risk
with the aging of America, the current economic climate in the country, and changes that
may or may not occur with healthcare reform.
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The two headed approach of the Clinics with neighborhood clinics and the Park
Nicollet partnership is another factor in the success of the organization. Advocacy and
networking were important for this partnership as the Park Nicollet system was already
providing substantial contributed services prior to the start of the Park Nicollet Clinics.
The Role of Volunteers and Volunteer Relationships. Along with the ability of
the Clinics to develop relationships for contributed services, the model to run the day-today operation with volunteers is a unique and noteworthy accomplishment. The factors
that seem to be the most responsible for this model is the attractiveness of the mission
and the ability of the Clinics to find professional level medical workers who buy into the
mission of the Clinics. In addition the use of a neighborhood model gives people a strong
sense of contributing to the success of the Clinics. The Clinics have also been good to
validate the importance of volunteers to these people and to allow them input through
close and meaningful relationships with staff.
The close relationship with staff may create another challenge as transition in
leadership and staff people happen. There does appear to be some deep personal
relationships that have developed between staff and volunteers, and the retirement or
change in employment with staff may have a ripple effect of decreasing volunteer
participation.
The small size of the organization also helps with volunteer recruitment and
commitment as volunteers often develop a bond or ―esprit de corps‖ working with the
same small group of volunteers on a regular basis. This small size also helps reinforce
the mission of the organization and the values of the CSJ community.
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Implications
At the completion of this study I am convinced that the findings contributes to the
discussion about the significant issues of the future roles of Catholic sisters in providing
social services to the American people, particularly in the arena of healthcare. With the
decline in number and the increasing age of Catholic nuns the means by which they have
met their missions will not continue to work in the long run. The days of large numbers
of sisters providing direct services in institutional type organizations are over, barring a
dramatic and unexpected explosion in their numbers. If the nuns are to retain some
direction and participation in the missions they are so strongly tied to they must look to
other models of operation and support. SMHC is an example of how this might be done
within the parameters of a healthcare mission. Studying the history and nature of this
organization is a way to open the discussion about how healthcare may be structured in
the future, especially healthcare provided by Catholic sisters.
For Saint Mary’s Health Clinics. I have identified the greatest strengths of the
organization as its ability to get other healthcare providers in the Twin Cities to
contribute services and the success the Clinics have had in recruiting volunteers. These
strengths should be capitalized on and used as SMHC tries to tell its story and advocate
for adequate healthcare for all. While the ability to get contributed services has been
remarkable continued thought and creative thinking will be needed to maintain and
perhaps build these services with the threats of the current economy and possible
healthcare reform changes.
The current volunteer model with its dedication to mission has served the Clinics
very well. With possible transitions in leadership coming up and changes from
healthcare reform efforts the Clinics will need to be watchful with this system to maintain
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the high quality, level of support, and dedication of the volunteers it currently has. The
balance between consistency and flexibility will also be an issue the Clinics face in
addition to the balance between resources and human need.
For Greater Healthcare in the United States. While many in the Clinics have
identified the undocumented immigrants may be a large part of the population served in
the future, their status non grata in the current healthcare system make it hard for existing
and potential partners to support their medical care as they have few government options
to pursue for medical help. This can become another example of a two tiered medical
system that dooms certain groups of people in this country to disparities in healthcare.
The SMHC approach to mission is worthwhile as a model of healthcare and
should be discussed and disseminated to the larger healthcare community. While the
amount of partnerships and contribution of services that is achievable in other parts of the
country is not certain, the Clinics have shown great flexibility in getting effective
working relationships going. The history of the Clinics provides an example of how
success in partnership and resource management can be developed. This could be a great
advantage to other organizations as they face these same healthcare challenges.
Recommendations for SMHC
Completion of this study has given me a glimpse into the everyday life as well as
the events and personalities that have shaped the organization to this point in time. Based
on this work I would have three recommendations as SMHC goes forward into the future.
The first recommendation is that SMHC give careful attention to the looming
changes in leadership to make the transition smooth and effective. The potential chaos
and disruption of the retirement of Barbara Dickie and Diane Peters could be tremendous.
Specific actions around this include completing the work that has already been started to
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write down policies and create some more standardized procedures will be helpful. The
Clinics cannot become too standardized or it will lose some of its uniqueness. The
second part of this is to look carefully at the qualities and skills that are needed for the
next executive director. This will require that SMHC talks with the Province about how
the mission for SMHC will go on. I would also recommend a review and job analysis of
the executive director position to see what may be needed in the future. Finally a planned
transition process for these positions will be important to continued success of SMHC.
My second recommendation for SMHC is that work continues on building
partnerships like the Park Nicollet model. This is important for the more recent emphasis
on advocacy and the role of SMHC as a ―gatekeeper‖ for possible partners. As stated in
my interviews there have been some efforts to work on this although no other
partnerships like Park Nicollet have been created to date. I would recommend looking at
why additional partnerships like the Park Nicollet one have not occurred. I also think that
there may be some different type partnerships that have happened but may not be very
well advertised in the public relationship efforts of SMHC. Making these more obvious
and highlighted in organizational publications may help spur on other partnerships.
My third recommendation concerns a tension that was hinted at but not openly
talked about in my interviews. This relates to the nature of the relationship between the
CSJs and SMHC, and gets at some of the possible tensions of sponsoring an organization.
There were issues alluded to about how support was given to the Clinics, particularly
financial support. This created some frustrations on the part of staff as they try to
complete their work. I would recommend that this be brought more to the surface to
allow staff to see more of the relationship of the CSJs to SMHC and think more about the
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nature of CSJ support from a wider perspective than just SMHC. This may help alleviate
some of the tension and create a forum for further discussion about how funding for
SMHC can be diversified and increased.
Recommendations for Future Research
While this project has been in the making for more than two years there are still
areas where further work could be done to deepen the understanding of this kind of
healthcare organization and the changing role of nuns in America. I will address this
from the perspective of mission driven healthcare organizations and the role of nuns in
America and their work in ministries such as this.
Mission Driven Healthcare. I have become more interested in the idea of
transition in these kinds of organizations and how they affect the mission of the
organization and the effectiveness of the organization. This study has shown me that
with the level of commitment seen at SMHC transition is important at all levels of
leadership, not just at the level of Executive Director. The retirement and changing of
long time personalities may have effects much greater than their titles or job descriptions
suggest. Research about transition in mission driven organizations, especially religious
centered ones, would help increase the awareness of the dynamics of these structures.
With the increasing interest and participation in volunteering the nature and
dynamics of volunteering is also an interest. The scope of this project limited my ability
to talk directly to many volunteers. Further research involving conversations with
volunteers about their motivations for volunteering and the nitty-gritty of becoming
attached to an organization would lead to further understanding of this type of
organization.
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The Role of Nuns in America. With my background and relationships with the
Sisters of Saint Joseph and understanding of how they are changing and adapting to the
trends discussed earlier in this study was of great interest to me. The interesting piece of
this that I got some hints of but not full understanding about was the nature of the
sponsorship role nuns now play with their ministries. There are potential tensions
between lending your name and prestige to an organization without really being involved
in the day-to-day operations of the ministry. How has this changed over the years and is
it still undergoing change? As some orders decline, die out or become merged with other
orders, how do these sponsorship relations change the mission and operations of the
ministries of the sponsored organizations? This will be an ongoing dynamic if exiting
trends continue and the nature of organizations sponsored by Catholic orders may look
very different in the future. Research on the nature of sponsorship and the relationship
between the Catholic order and the organization it sponsored would be a useful next step.
In conclusion and particularly in relationship to the CSJ healthcare mission of
SMHC, I would recommend that the workings and lessons learned from this relationship
get talked about and considered as the country talks about its healthcare future. There are
valuable lessons to be learned from the efforts of partnerships, use of mission, and the use
of volunteers that other organizations could benefit from.
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Appendix A: Lived Experience of St. Mary‘s Health Clinics Oral History
Recruitment Letter

December 3, 2009

Dear ,
You are invited to participate in the St. Mary‘s Health Clinics Oral
History Project, a research study conducted by John D. Fleming, a graduate
student in the Doctorate in Leadership program at the University of Saint
Thomas. You were selected as a possible participant in this research project
because you have had significant involvement in the creation and ongoing
day to day life of the Clinics.
The purpose of this study is to develop a comprehensive history of
Saint Mary‘s Health Clinics. I am interested in looking at the creation and
development of the clinics as well as the experiences of those who have
participated and continue to participate in clinic activities. I am also looking
at the role of the Sisters of Saint Joseph in the Clinics and how this initiative
has affected their mission of healthcare. The Clinics are a unique
organization that relies on many types of people and has continued to change
and expand to meet community needs. Your memories and perceptions are
important to understanding the history of this organization.
If you decide to participate, you will be asked to participate in an oral
history interview at a location of your choosing. This interview will take an
hour to an hour and a half. I will be audiotaping the interview in order to
create a transcript to help me with analysis and development of an
organizational history.
If you agree I will also be videotaping the interview. This videotape
will add to the historical record and may be used by myself and the Sisters of
Saint Joseph in multimedia presentations about the Clinics. All recordings,
transcripts, and videos will be placed in the archives of the Sisters of Saint
Joseph in Saint Paul. You will have the opportunity to review the transcript
to make corrections and clarify any information before it is placed in the
archives. You will also have the opportunity to decide who will have access
to your transcript and materials through filling out a gifting form expressing
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your wishes. This will be followed by the archivist in allowing others to see
your materials and in its use for any presentations or publications that come
from this study. You will get a copy of the final transcript to keep.
If you would like to participate in this oral history study, please fill
out the attached oral history interest form and return it in the stamped
envelope to the Saint Mary Health Clinics office. They will give the interest
forms to me and I will call or email you to set up a time for the interview
and answer any questions you might have about the project. I have also
included some interview questions that I am planning to ask to give you an
idea of what kinds of topics we will cover in the interview. The study has
minimal risks as you may share sensitive information about the Clinics and
that you will be identified by name in the interview transcript. However you
have control over how your information is viewed and shared through your
review of the transcript and expressing your wishes for access in the gifting
form. There are no direct benefits to you for participating in this study.
The oral history interview will go into further depth of the questions
listed in the survey. Signing this form only implies an interest in doing an
interview. You may decline to participate in an interview at any time in the
process. You may also decline to be videotaped for this interview. I
anticipate doing the interviews during the spring and summer of 2010.
The administration of St. Mary‘s Health Clinic has reviewed the study
materials and has lent their support and resources to this project. The project
has also been approved by the University of Saint Thomas and Saint
Catherine University Institutional Review Boards. I currently am an
assistant professor in the occupational therapy program at Saint Catherine
University.
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Thank you for taking the time to consider being part of this project.
Participation in this project is entirely voluntary. It will not affect your
future relations with the Saint Mary‘s Health Clinics, the Sisters of Saint
Joseph, the University of Saint Thomas, or Saint Catherine University in any
way. If you have any questions please feel free to contact me at 651-6906951 or the University of Saint Thomas Institutional Review Board at 651962-5341.
Sincerely yours,

John D. Fleming
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St. Mary’s Health Clinics Oral History Project
Oral History Interview Interest Form

I would be interested in finding out more about participating in oral history
interviews for this project. Please contact me to tell me more about the
process and procedures involved in the oral history interviews for this
project. I understand that I will not get involved in any interviews until
everything is fully explained to me and that I agree to participate.

Name ______________________________________
Street ______________________________________
City and zip code_____________________________
Day phone number ___________________________
Email address (optional) _______________________

Thank you for considering being part of the St. Mary‘s Health Clinics
History Project.
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Appendix B: Oral History Interview Questions
Note: These questions are somewhat general in nature in this application. Specific events
and references will be added to the individual interviews within the framework of these
questions to get the most accurate experience of the individual who is being interviewed.
1.

How and when did you first become associated with the Sisters of Saint Joseph?
(Note: If the person is a member of the Sisters of Saint Joseph I will ask them
about how they came to be in the order and what kind of work that they have done
since becoming a Sister of Saint Joseph)
2. Did you have any connections to St. Mary‘s Hospital? If so what were they?
3. Please describe your impressions of the process of divestiture of St. Mary‘s
Hospital? What were your feelings about this move at the time? How has this
changed to the present day?
4. When did you start to be associated with St. Mary‘s Health Clinics? How did this
happen?
5. What kinds of roles and activities have you done with St. Mary‘s Health Clinics?
How are you involved with the Clinics today?
6. What do you tell people about Saint Mary‘s Health Clinics when asked?
7. Describe what kinds of changes have taken place at St. Mary‘s Health Clinics
during the time they have been associated with the Clinics. Are these changes
good or bad and why?
8. What do they think is the purpose and mission of St. Mary‘s Health Clinics?
9. Where do you see St. Mary‘s Health Clinics going in the next five years? What
would be your dream for the Clinics?
10. Tell me any stories you have that embody the nature and spirit of St. Mary‘s
Health Clinics to you?
11. What role do the St. Mary‘s Health Clinics and the Sisters of Saint Joseph have in
the current discussion about health care reform in America?
12. How would you describe the Sisters of Saint Joseph?
13. What do you see as their mission for healthcare? How has this changed over the
years you have been associated with them?
14. Is there anything else you would like to tell me?
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Appendix C: Introductory Script

Saint Mary‘s Health Clinics History Project
Hello. My name is John Fleming and I am a graduate student in the Doctoral Leadership
Program at the University of Saint Thomas. I am contacting you to see if you are
interested in being part of a research study about the history of Saint Mary‘s Health
Clinics.
You are asked to participate in this project because you have had significant involvement
in the creation and ongoing day to day life of the Clinics.
If you participate in this project, you will participate in an oral history interview about
your association and participation with Saint Mary‘s Health Clinics and the Sisters of
Saint Joseph, Saint Paul Province. This interview will be audiotaped and last
approximately one to one and a half hours. If you consent we will also videotape this
interview. It will take place at a location and time of your choosing. You may be asked
to participate in a second interview to clarify information or finish material we did not
have time to go over in the first interview. If this were to happen we will determine the
time and place of this second interview at the end of the first interview session. This
would also occur at a place of your choosing.
Once interviewing is complete a written transcript will be made. You will receive a copy
of this transcript to read and edit. You may delete, amend, or clarify anything on the
transcript you wish. We will make these changes and give you a final copy of the
transcription, which you may keep.
Once the transcript is completed, it and the tapes of the interview will be kept in the
Sisters of Saint Joseph of Carondelet archives in Saint Paul. The archives will maintain
and allow access to these records as you state in the deed of gift form that you will get if
you agree to participate. You may allow any person to read the material you provide or
limit those who can read it by signing the deed of gift form. We will keep this release
form on file so we know who may read and listen, and/or view the material you provide.
The immediate purpose of this project is to develop a history of the Saint Mary‘s Health
Clinics, the nature of this organization, and the role of the Sisters of Saint Joseph in their
healthcare mission. Some of the material in the interviews may be used for presentations
or materials to outside groups about the history and nature of work at the clinics. We
believe others may be interested in the development and history of the clinics. This is
why we are creating an archival collection of oral history interviews.
Do you have any questions about the project or what is going to happen if you
participate? Would you like to participate in the St. Mary‘s Health Clinic History
project?
If the person agrees we will set up a time and place for the interview.
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Appendix D: Cooperating Agency Letter of Support
To Whom It May Concern,
This is to acknowledge that I have given John Fleming permission to access records
and recruit subjects for their project, ―Reframing mission: A study of institutional
change and reinventing health care services in an order of Catholic nuns‖. Saint
Mary‘s Health Clinics has agreed to identify and send out recruitment letters to
possible subjects and will support the researcher named above in gathering
information and creating transcripts to be stored in the archives of the Sisters of Saint
Joseph, St. Paul Province. The subjects will participate in this project at their
discretion and their participation will not affect their involvement with Saint Mary‘s
Health Clinics.
Signed with name and position

REFRAMING MISSION

220
Appendix E: Consent Form
University of St. Thomas

Reframing mission: A study of institutional change and
reinventing healthcare services in an order of Catholic nuns

[Insert IRB log number when assigned]

I am conducting a study about the creation and history about Saint Mary’s
Health Clinics. I invite you to participate in this research. You were selected as a
possible participant because you have made or continue to make significant
contributions to the history and ongoing work of the Clinics. Please read this form
and ask any questions you may have before agreeing to be in the study.
This study is being conducted by: John Fleming and his advisor Thomas Fish, EdD,
as part of John’s doctoral research in the department of Educational Leadership
and Administration at the University of Saint Thomas.
Background Information:
The purpose of this research is the completion of an oral history of Saint Mary’s
Health Clinics (run by the Sisters of Saint Joseph) from the eyes of key individuals
who participated in the events and ongoing life of the Clinics. This oral history will
be created through interviews and use of historical archives. The material gained
from these interviews will be used to develop a history of the Clinics and provide
opportunities for the Sisters of Saint Joseph tell their story of this healthcare mission
to others. In addition the data from this project will be used to help John
complete a dissertation for a Doctoral degree in Educational Administration and
Leadership at the University of Saint Thomas.
Completion of this research will create greater understanding of the nature and
unique characteristics of the Clinics, and how the Sisters of Saint Joseph work to
meet their healthcare mission in the face of changing internal and external
challenges. It will also have applications to the current health care challenge in
America and how organizations like the Sisters of Saint Joseph can work to meet
basic health needs.
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Procedures:
If you agree to be in this study, I will ask you to do the following things; you will
participate in an interview which is expected to last between an hour and an
hour and a half. This interview will be audiorecorded, and may also be
videotaped if you agree to participate in this manner. If for some reason we
need to continue the interview past this time you and I will agree to another time
and place to continue. All interviews will take place in a location of your
choosing and offers the privacy needed for audio and videotaping. Once the
interview is complete a printed transcript will be created and sent to you for
review. There may be some additional clarification questions attached to this
transcript for you to answer. These will help the researcher understand the history
and events of Saint Mary’s Health Clinics more fully. You will be asked to read
the interview and any additional clarifying questions and make any changes to
clarify and correct the transcript as needed. You will then send back the
reviewed transcript for final completion. Once the research project is complete
all audio, videorecordings, and transcripts will be placed in the CSJ archives, St.
Paul, MN. The management and access to these materials will be turned over to
the CSJ archives per your wishes as expressed on the gifting agreement.
Risks and Benefits of Being in the Study:
There may be a risk in this study that you could share sensitive information about
yourself or others connected to Saint Mary’s Health Clinics in this study. You will
have the opportunity to review your transcript and modify its content before the
final copy is placed in the CSJ archives. You may also limit who can have
access to your transcript and how long this access can be restricted through
your completion of the gifting agreement.
Compensation:
You will not receive payment for participation in this study. A copy of the
completed transcript of our interview will be given to you if you would like.
Confidentiality:
While data is being collected access to the information will be limited to the
researcher, his advisor, Thomas Fish, and (name) the transcriptionist who will be
completing the printed transcripts. Once the interviews are completed with the
final transcripts, others may access the information in the interview, including
your name as you have agreed to in the gifting agreement. The information in
your transcript and/or videotape may be reported in published materials or in
multimedia presentations according to your wishes in the gifting agreement. All
recordings, transcripts, and videos will be kept in the Sisters of Saint Joseph
archives in Saint Paul, MN. Electronic files or backups that were created to make
the printed transcripts will be destroyed once the final transcript is complete.
These records will be kept in perpetuity in these archives. It is anticipated that
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this transfer to the Sisters of Saint Joseph archives will be completed by the
summer of 2011.
Voluntary Nature of the Study:
Your participation in this study is entirely voluntary. Your decision whether or not
to participate will not affect your current or future relations with Saint Mary’s
Health Clinics, the Sisters of Saint Joseph, St. Paul Province, or the University of St.
Thomas. If you decide to participate, you are free to withdraw at any time up to
and until your final interview transcript is complete. Should you decide to
withdraw data collected about you it will not be used as long as you make your
wishes known by the time the final interview transcript is complete. You are also
free to skip any questions that I may ask during this study.
Contacts and Questions
My name is John Fleming. You may ask any questions you have now. If you
have questions later, you may contact me at 952-220-0505. You may also
contact my advisor, Thomas Fish at 612-962-4436. You may also contact the
University of St. Thomas Institutional Review Board at 651-962-5341 with any
questions or concerns.
You will be given a copy of this form to keep for your records.
Statement of Consent:
I have read the above information. My questions have been answered to my
satisfaction. I consent to participate in the study. I am at least 18 years of age. I
consent to be audio and/or videotaped for the oral history interview.
______________________________
Signature of Study Participant

________________
Date

______________________________________
Print Name of Study Participant
______________________________
Signature of Researcher

________________
Date
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Appendix F: Confidentiality Agreement for Transcription Services
CONFIDENTIALITY
AGREEMENT
This Confidentiality Agreement (the ―Agreement‖), made effective this ____ day
of ______, by and between Cathy Lindsey, a provider of transcription services
(―Transcriber‖) and John Fleming, a doctoral candidate (―Fleming‖).

As part of his dissertation, Fleming desires to hire Transcriber to transcribe audio data
files of interviews conducted under an agreement of confidentiality into written files
(audio and written files ―Files‖). Transcriber agrees to maintain the Files in confidence
and not to disclose, distribute or disseminate the Files to anyone, except Fleming.
Transcriber shall exercise at least a reasonable degree of care to prevent unauthorized
disclosures of the Files. Disclosure of Files by Transcriber to third parties shall constitute
a breach of this Agreement.

Upon the request of Fleming, Transcriber agrees immediately to return or destroy all
written, machine readable or otherwise tangible Files received or created.

Transcriber
Printed Name:
Signature: _____________________
Address:

John D. Fleming
Signature: _____________________
13099 Glenhurst Avenue South
Savage, MN 55378
952-220-0505
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Appendix G: Gifting Forms

One or the other of these will be used according to the wishes of the interviewee
ORAL HISTORY DEED OF GIFT AGREEMENT FORM
St. Mary’s Health Clinics History Project
I, ___________________________, a participant in an interview recorded on
_____________, hereby give and deliver to the John Fleming and the Sisters of Saint
Joseph of Carondelet St. Paul Province all the incidents of ownership in that interview,
including copyright, exclusive rights of reproduction, distribution, preparation of
derivative works, public performances, and display from this time forward.
Signed (donor):
________________________________________________

Address:
________________________________________________

Date:
________________________________________________

Signed (interviewer)
________________________________________________
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RESTRICTED ORAL HISTORY AGREEMENT FORM
Saint Mary’s Health Clinics History Project
I, _____________________________, a participant in an interview recorded on
__________, hereby give and deliver to John Fleming and the Sisters of Saint Joseph of
Carondelet, St. Paul Province all the incidents of ownership in that interview, including
copyright, exclusive rights of reproduction, distribution, preparation of derivative works,
public performances, and display from this time forward, with the single exception that
access should be given until ___________ or until the time of my death only to those
persons having the written permission of ________________________, his or her heir(s),
or his or her designee(s), as specified below.
Signed (donor):
________________________________________________

Address:
________________________________________________

Date:
________________________________________________

Signed (interviewer)
________________________________________________

Specified heir(s) or designee(s)
________________________________________________
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Appendix H: Principles and Standards of the Oral History Association
The Oral History Association promotes oral history as a method of gathering and preserving historical
information through recorded interviews with participants in past events and ways of life. It encourages
those who produce and use oral history to recognize certain principles, rights, technical standards, and
obligations for the creation and preservation of source material that is authentic, useful, and reliable. These
include obligations to the interviewee, to the profession, and to the public, as well as mutual obligations
between sponsoring organizations and interviewers.
People with a range of affiliations and sponsors conduct oral history interviews for a variety of purposes:
to create archival records, for individual research, for community and institutional projects, and for
publications and media productions. While these principles and standards provide a general framework for
guiding professional conduct, their application may vary according to the nature of specific oral history
projects. Regardless of the purpose of the interviews, oral history should be conducted in the spirit of
critical inquiry and social responsibility and with a recognition of the interactive and subjective nature of
the enterprise.

Responsibility to Interviewees:
1.

Interviewees should be informed of the purposes and procedures of oral history in general and of
the aims and anticipated uses of the particular projects to which they are making their
contributions.
2. Interviewees should be informed of the mutual rights in the oral history process, such as editing,
access restrictions, copyrights, prior use, royalties, and the expected disposition and dissemination
of all forms of the record, including the potential for electronic distribution.
3. Interviewees should be informed that they will be asked to sign a legal release. Interviews should
remain confidential until interviewees have given permission for their use.
4. Interviewers should guard against making promises to interviewees that the interviewers may not
be able to fulfill, such as guarantees of publication and control over the use of interviews after they
have been made public. In all future uses, however, good faith efforts should be made to honor the
spirit of the interviewee's agreement.
5. Interviews should be conducted in accord with any prior agreements made with the interviewee,
and such agreements should be documented for the record.
6. Interviewers should work to achieve a balance between the objectives of the project and the
perspectives of the interviewees. They should be sensitive to the diversity of social and cultural
experiences and to the implications of race, gender, class, ethnicity, age, religion, and sexual
orientation. They should encourage interviewees to respond in their own style and language and to
address issues that reflect their concerns. Interviewers should fully explore all appropriate areas of
inquiry with the interviewee and not be satisfied with superficial responses.
7. Interviewers should guard against possible exploitation of interviewees and be sensitive to the
ways in which their interviews might be used. Interviewers must respect the rights of interviewees
to refuse to discuss certain subjects, to restrict access to the interview, or, under Guidelines
extreme circumstances, even to choose anonymity. Interviewers should clearly explain these
options to all interviewees.
8. Interviewers should use the best recording equipment within their means to accurately reproduce
the interviewee's voice and, if appropriate, other sounds as well as visual images.
9. Given the rapid development of new technologies, interviewees should be informed of the wide
range of potential uses of their interviews.
10. Good faith efforts should be made to ensure that the uses of recordings and transcripts comply
with both the letter and spirit of the interviewee's agreement.

REFRAMING MISSION

227

Responsibility to the Public and to the Profession:
1.

2.

3.
4.
5.

6.

7.

8.
9.
10.

11.

12.

13.
14.

Oral historians have a responsibility to maintain the highest professional standards in the conduct
of their work and to uphold the standards of the various disciplines and professions with which
they are affiliated.
In recognition of the importance of oral history to an understanding of the past and of the cost and
effort involved, interviewers and interviewees should mutually strive to record candid information
of lasting value and to make that information accessible.
Interviewees should be selected based on the relevance of their experiences to the subject at hand.
Interviewers should possess interviewing skills as well as professional competence and knowledge
of the subject at hand.
Regardless of the specific interests of the project, interviewers should attempt to extend the
inquiry beyond the specific focus of the project to create as complete a record as possible for the
benefit of others.
Interviewers should strive to prompt informative dialogue through challenging and perceptive
inquiry. They should be grounded in the background of the persons being interviewed and, when
possible, should carefully research appropriate documents and secondary sources related to
subjects about which the interviewees can speak.
Interviewers should make every effort to record their interviews using the best recording
equipment within their means to reproduce accurately the interviewee's voice and, if appropriate,
image. They also should collect and record other historical documentation the interviewee may
possess, including still photographs, print materials, and other sound and moving image
recordings, if appropriate.
Interviewers should provide complete documentation of their preparation and methods, including
the circumstances of the interviews.
Interviewers and, when possible, interviewees should review and evaluate their interviews,
including any summaries or transcriptions made from them.
With the permission of the interviewees, interviewers should arrange to deposit their interviews in
an archival repository that is capable of both preserving the interviews and eventually making
them available for general use. Interviewers should provide basic information about the
interviews, including project goals, sponsorship, and funding. Preferably, interviewers should
work with repositories before conducting the interviews to determine necessary legal Guidelines
arrangements. If interviewers arrange to retain first use of the interviews, it should be only for a
reasonable time before public use.
Interviewers should be sensitive to the communities from which they have collected oral histories,
taking care not to reinforce thoughtless stereotypes nor to bring undue notoriety to them.
Interviewers should take every effort to make the interviews accessible to the communities.
Oral history interviews should be used and cited with the same care and standards applied to other
historical sources. Users have a responsibility to retain the integrity of the interviewee's voice,
neither misrepresenting the interviewee's words nor taking them out of context.
Sources of funding or sponsorship of oral history projects should be made public in all exhibits,
media presentations, or publications that result from the projects.
Interviewers and oral history programs should conscientiously consider how they might share with
interviewees and their communities the rewards and recognition that might result from their work.

Responsibility for Sponsoring and Archival Institutions:
1.

2.

Institutions sponsoring and maintaining oral history archives have a responsibility to interviewees,
interviewers, the profession, and the public to maintain the highest technical, professional, and
ethical standards in the creation and archival preservation of oral history interviews and related
materials.
Subject to conditions that interviewees set, sponsoring institutions (or individual collectors) have
an obligation to: prepare and preserve easily usable records; keep abreast of rapidly developing
technologies for preservation and dissemination; keep accurate records of the creation and
processing of each interview; and identify, index, and catalog interviews.
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Sponsoring institutions and archives should make known through a variety of means, including
electronic modes of distribution, the existence of interviews open for research.
Within the parameters of their missions and resources, archival institutions should collect
interviews generated by independent researchers and assist interviewers with the necessary legal
agreements.
Sponsoring institutions should train interviewers. Such training should: provide them basic
instruction in how to record high fidelity interviews and, if appropriate, other sound and moving
image recordings; explain the objectives of the program to them; inform them of all ethical and
legal considerations governing an interview; and make clear to interviewers what their obligations
are to the program and to the interviewees.
Interviewers and interviewees should receive appropriate acknowledgment for their work in all
forms of citation or usage.
Archives should make good faith efforts to ensure that uses of recordings and transcripts,
especially those that employ new technologies, comply with both the letter and spirit of the
interviewee's agreement.

Top of Page

Oral History Evaluation Guidelines
Program/Project Guidelines
Purposes and Objectives
a.
b.
c.
d.

e.

Are the purposes clearly set forth? How realistic are they?
What factors demonstrate a significant need for the project?
What is the research design? How clear and realistic is it?
Are the terms, conditions, and objectives of funding clearly made known to judge the potential
effect of such funding on the scholarly integrity of the project? Is the allocation of funds adequate
to allow the project goals to be accomplished?
How do institutional relationships affect the purposes and objectives?

Selection of Recording Equipment
a.
b.
c.
d.

Should the interview be recorded on sound or visual recording equipment?
Are the best possible recording equipment and media available within one's budget being used?
Are interviews recorded on a medium that meets archival preservation standards?
d. How well has the interviewer mastered use of the equipment upon which the interview will be
recorded?

Selection of Interviewers and Interviewees
a.
b.

In what ways are the interviewers and interviewees appropriate (or inappropriate) to the purposes
and objectives?
What are the significant omissions and why were they omitted?
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Records and Provenance
a.
b.
c.

What are the policies and provisions for maintaining a record of the provenance of interviews?
Are they adequate? What can be done to improve them?
How are records, policies, and procedures made known to interviewers, interviewees, staff, and
users?
How does the system of records enhance the usefulness of the interviews and safeguard the rights
of those involved?

Availability of Materials
a.
b.
c.

How accurate and specific is the publicizing of the interviews?
How is information about interviews directed to likely users? Have new media and electronic
methods of distribution been considered to publicize materials and make them available?
How have the interviews been used?

Finding Aids
a.
b.
c.

What is the overall design for finding aids?. Are the finding aids adequate and appropriate?
How available are the finding aids?
Have new technologies been used to develop the most effective finding aids?

Management, Qualifications, and Training
a.
b.
c.
d.
e.

How effective is the management of the program/project?
What are the provisions for supervision and staff review?
What are the qualifications for staff positions?
What are the provisions for systematic and effective training?
What improvements could be made in the management of the program/project?

Ethical/Legal Guidelines
What procedures are followed to assure that interviewers/programs recognize and honor their responsibility
to the interviewees? Specifically, what procedures are used to assure that:
a.
b.
c.

d.
e.

f.

g.
h.

The interviewees are made fully aware of the goals and objectives of the oral history
program/project?
The interviewees are made fully aware of the various stages of the program/project and the nature
of their participation at each stage?
The interviewees are given the opportunity to respond to questions as freely as possible and are
not subjected to stereotyped assumptions based on race, ethnicity, gender, class, or any other
social/cultural characteristic?
The interviewees understand their rights to refuse to discuss certain subjects, to seal portions of
the interviews, or in extremely sensitive circumstances even to choose to remain anonymous?
The interviewees are fully informed about the potential uses of the material, including deposit of
the interviews in a repository, publication in all forms of print or electronic media, including the
Internet or other emerging technologies, and all forms of public programming?
The interviewees are provided a full and easily comprehensible explanation of their legal rights
before being asked to sign a contract or deed of gift transferring rights, title, and interest in the
tape(s) and transcript(s) to an administering authority or individual?
Care is taken so that the distribution and use of the material complies with the letter and spirit of
the interviewees' agreements?
All prior agreements made with the interviewees are honored?
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The interviewees are fully informed about the potential for and disposition of royalties that might
accrue from the use of their interviews, including all forms of public programming?
The interviews and any other related materials will remain confidential until the interviewees have
released their contents?

What procedures are followed to assure that interviewers/programs recognize and honor their
responsibilities to the profession? Specifically, what procedures assure that:
a.
b.
c.
d.
e.
f.

g.
h.

The interviewer has considered the potential for public programming and research use of the
interviews and has endeavored to prevent any exploitation of or harm to interviewees?
The interviewer is well trained to conduct the interview in a professional manner, including the
use of appropriate recording equipment and media?
The interviewer is well grounded in the background of the subject(s) to be discussed?
The interview will be conducted in a spirit of critical inquiry and that efforts will be made to
provide as complete a historical record as possible?
The interviewees are selected based on the relevance of their experience to the subject at hand and
that an appropriate cross-section of interviewees is selected for any particular project?
The interview materials, including recordings, transcripts, relevant photographic, moving image,
and sound documents as wells agreements and documentation of the interview process, will be
placed in a repository after a reasonable period of time, subject to the agreements made with the
interviewee and that the repository will administer their use in accordance with those agreements?
The methodologies of the program/project, as well as its goals and objectives, are available for the
general public to evaluate?
The interview materials have been properly cataloged, including appropriate acknowledgment and
credit to the interviewer, and that their availability for research use is made known?

What procedures are followed to assure that interviewers and programs are aware of their mutual
responsibilities and obligations? Specifically, what procedures are followed to assure that:
a.
b.
c.
d.

e.

Interviewers are made aware of the program goals and are fully informed of ethical and legal
considerations?
Interviewers are fully informed of all the tasks they are expected to complete in an oral history
project?
Interviewers are made fully aware of their obligations to the oral history program/sponsoring
institution, regardless of their own personal interest in a program/project?
Programs/sponsoring institutions treat their interviewers equitably by providing for appropriate
compensation, acknowledging all products resulting from their work, and supporting fieldwork
practices consistent with professional standards whenever there is a conflict between the parties to
the interview?
Interviewers are fully informed of their legal rights and of their responsibilities to both the
interviewee and to the sponsoring institution?

What procedures are followed to assure that interviewers and programs recognize and honor their
responsibilities to the community/public? Specifically, what procedures assure that:
a.
b.
c.
d.

The oral history materials and all works created from them will be available and accessible to the
community that participated in the project?
Sources of extramural funding and sponsorship are clearly noted for each interview of project?
The interviewers and project endeavor not to impose their own values on the community being
studied?
The tapes and transcripts will not be used unethically?
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Recording Preservation Guidelines
Recognizing the significance of the recording for historical and cultural analysis and the potential uses of
oral history interviews in nonprint media, what procedures are followed to assure that:
a.
b.
c.
d.
e.

Appropriate care and storage of the original recordings begins immediately after their creation?
The original recordings are duplicated and stored according to accepted archival standards [i.e.
stored in closed boxes in a cool, dry, dust-free environment]
Original recordings are re-duplicated onto the best preservation media before significant
deterioration occurs?
Every effort is made in duplicating tapes to preserve a faithful facsimile of the interviewee's
voice?
All transcribing, auditing, and other uses are done from a duplicate, not the original recording?

Tape/Transcript Processing Guidelines
Information about the Participants:
a.
b.

Are the names of both interviewer and interviewee clearly indicated on the tape/abstract/transcript
and in catalog materials?
Is there adequate biographical information about both interviewer and interviewee? Where can it
be found?

Interview Information
a.
b.
c.

d.

Are the tapes, transcripts, time indices, abstracts, and other materials presented for use identified
as to the program/project of which they are a part?
Are the date and place of the interview indicated on the tape, transcript, time index, and abstract
and in appropriate catalog material?
Are there interviewers' statements about the preparation for or circumstances of the interviews?
Where? Are they generally available to researchers? How are the rights of the interviewees
protected against improper use of such commentaries?
Are there records of contracts between the program and the interviewee? How detailed are they?
Are they available to researchers? If so, with what safeguards for individual rights and privacy?

Interview Tape Information
a.
b.
c.

d.
e.

Is the complete original tape preserved? Are there one or more duplicate copies?
If the original or any duplicate has been edited, rearranged, cut, or spliced in any way, is there a
record of that action, including by whom, when, and for what purposes the action was taken?
Do the tape label and appropriate catalog materials show the recording speed, level, and length of
the interview? If videotaped, do the tape label and appropriate catalog information show the
format (e.g., U-Matic, VHS, 8mm, etc.) and scanning system and clearly indicate the tracks on
which the audio and time code have been recorded?
In the absence of transcripts, are there suitable finding aids to give users access to information on
the tapes? What form do they take? Is there a record of who prepared these finding aids?
Are researchers permitted to listen to or view the tapes? Are there any restrictions on the use of the
tapes?
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Interview Transcript Information
a.

b.
c.
d.
e.
f.

Is the transcript an accurate record of the tape? Is a careful record kept of each step of processing
the transcript, including who transcribed, audited, edited, retyped, and proofread the transcripts in
final copy?
Are the nature and extent of changes in the transcript from the original tape made known to the
user?
What finding aids have been prepared for the transcript? Are they suitable and adequate? How
could they be improved?
Are there any restrictions on access to or use of the transcripts? Are they clearly noted?
Are there any photo materials or other supporting documents for the interview? Do they enhance
and supplement the text?
If videotaped, does the transcript contain time references and annotation describing the
complementary visuals on the videotape?

Interview Content Guidelines
Does the content of each interview and the cumulative content of the whole collection contribute to
accomplishing the objectives of the program/project?
a.
b.

In what particulars does each interview or the whole collection succeed or fall short of the
objectives of the project or program?
Do audio and visual tapes in the collection avoid redundancy and supplement one another in
interview content and focus?

In what ways does the program/project contribute to historical understanding?
a.
b.
c.

d.
e.
f.
g.

h.
i.
j.

In what particulars does each interview or the whole collection succeed or fall short in making
such a contribution?
To what extent does the material add fresh information, fill gaps in the existing record, and/or
provide fresh insights and perspectives?
To what extent is the information reliable and valid? Is it eyewitness or hearsay evidence? How
well and in what manner does it meet internal and external tests of corroboration, consistency, and
explication of contradictions?
What is the relationship of the interview information to existing documentation and
historiography?
How does the texture of the interview impart detail, richness, and flavor to the historical record?
What is the nature of the information contributed? Is it facts, perceptions, interpretations,
judgments, or attitudes, and how does each contribute to understanding?
Are the scope, volume, and representativeness of the population interviewed appropriate and
sufficient to the purpose? Is there enough testimony to validate the evidence without passing the
point of diminishing returns? How appropriate is the quantity to the purposes of the study?
How do the form and structure of the interviews contribute to making the content understandable?
To what extent does the audio and/or video recording capture unique sound and visual
information?
Do the visual and other sound elements complement and/or supplement the verbal information?
Has the interview captured processes, objects, or other individuals in the visual and sound
environment?
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Interview Conduct Guidelines
Use of Other Sources
a.
b.
c.
d.

Is the oral history technique the best way to acquire the information? If not, what other sources
exist? Has the interviewer used them and sought to preserve them if necessary?
Has the interviewer made an effort to consult other relevant oral histories?
Is the interview technique a valuable way to supplement existing sources?
Do videotaped interviews complement, not duplicate, existing still or moving visual images?

Interviewer Preparation
a.
b.
c.

Is the interviewer well informed about the subjects under discussion?
Are the primary and secondary sources used to prepare for the interview adequate?
Has the interviewer mastered the use of appropriate recording equipment and the field- recording
techniques that insure a high-fidelity recording?

Interviewee Selection and Orientation
a.
b.
c.
d.

Does the interviewee seem appropriate to the subjects discussed?
Does the interviewee understand and respond to the interview purposes?
Has the interviewee prepared for the interview and assisted in the process?
If a group interview, have composition and group dynamics been considered in selecting
participants?

Interviewer-Interviewee Relations
a.
b.
c.

Do interviewer and interviewee collaborate with each other toward interview objectives?
Is there a balance between empathy and analytical judgment in the interview?
If videotaped, is the interviewer/interviewee relationship maintained despite the presence of a
technical crew? Do the technical personnel understand how a videotaped oral history interview
differs from a scripted production?

Technique and Adaptive Skills
a.

b.

c.

d.
e.

In what ways does the interview show that the interviewer has used skills appropriate to: the
interviewee's condition (health, memory, metal alertness, ability to communicate, time schedule,
etc.) and the interview location and conditions (disruptions and interruptions, equipment problems,
extraneous participants, background noises, etc.)?
What evidence is there that the interviewer has: thoroughly explored pertinent lines of thought?
followed up on significant clues? Made an effort to identify sources of information? Employed
critical challenges when needed? Thoroughly explored the potential of the visual environment, if
videotaped?
Has the program/project used recording equipment and media that are appropriate for the purposes
of the work and potential nonprint as well as print uses of the material? Are the recordings of the
highest appropriate technical quality? How could they be improved?
If videotaped, are lighting, composition, camera work, and sound of the highest appropriate
technical quality?
In the balance between content and technical quality, is the technical quality good without
subordinating the interview process?
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Perspective
a.
b.

Do the biases of the interviewer interfere with or influence the responses of the interviewee?
What information is available that may inform the users of any prior or separate relationship
between the interviewer and interviewee?

Historical Contribution
a.
b.
c.

Does the interviewer pursue the inquiry with historical integrity?
Do other purposes being served by the interview enrich or diminish quality?
What does the interview contribute to the larger context of historical knowledge and
understanding?

Independent/Unaffiliated Researcher Guidelines
Creation and Use of Interviews
a.
b.

c.
d.

Has the independent/unaffiliated researcher followed the guidelines for obtaining interviews as
suggested in the Program/Project Guideline section?
Have proper citation and documentation been provided in works created (books, articles, audiovisual productions, or other public presentations) to inform users of the work about the interviews
used and the permanent location of the interviews?
Do works created include an explanation of the interview project, including editorial procedures?
Has the independent/unaffiliated researcher arranged to deposit the works created in an
appropriate repository?

Transfer of Interviews to Archival Repository
a.
b.
c.
d.

Has the independent/unaffiliated researcher properly obtained the agreement of the repository
before making representations about the disposition of the interviews?
Is the transfer consistent with agreements or understandings with interviewees? Were legal
agreements obtained from interviewees?
Has the researcher provided the repository with adequate descriptions of the creation of the
interviews and the project?
What is the technical quality of the recorded interviews? Are the interviews transcribed,
abstracted, or indexed, and, if so, what is the quality?

Educator and Student Guidelines
Has the educator:
a.
b.

c.
d.
e.
f.

Become familiar with the "Oral History Evaluation Guidelines" and conveyed their substance to
the student?
Ensured that each student is properly prepared before going into the community to conduct oral
history interviews, including familiarization with the ethical issues surrounding oral history and
the obligation to seek the informed consent of the interviewee?
Become familiar with the literature, recording equipment, techniques, and processes of oral history
so that the best possible instruction can be presented to the student?
Worked with other professionals and organizations to provide the best oral history experience for
the student?
Considered that the project may merit preservation and worked with other professionals and
repositories to preserve and disseminate these collected materials?
Shown willingness to share expertise with other educators, associations, and organizations?
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Has the student:
a.
b.
c.
d.
e.
f.
g.

Become thoroughly familiar with the equipment, techniques, and processes of oral history
interviewing and the development of research using oral history interviews?
Explained to the interviewee the purpose of the interview and how it will be used and obtained the
interviewee's informed consent to participate?
Treated the interviewee with respect?
Signed a receipt for and returned any materials borrowed from the interviewee?
Obtained a signed legal release for the interview?
Kept her/his word about oral or written promises made to the interviewee?
Given proper credit (oral or written) when using oral testimony and used the material in context?
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Appendix I: Saint Mary‘s Clinic Staffing, Clinic Sites, and Park Nicollet Model

St. Mary’s Health Clinics
Staff, December 2010
Intake and Services Coordinators: 2 positions, 40 hours a week
The Latino Intake and Services Coordinator is responsible for determining patient
eligibility, scheduling patient visits for all clinic sites, directing non-eligible callers to
appropriate providers and assisting with Spanish interpretation at Spanish clinics as
needed.
Minnesota Health Care Program Coordinators: 1 position, 40 hours a week, 1
position 8 hours a week
The Minnesota Health Care Programs Coordinator introduces new patients, who may be
eligible, to the health care programs provided for by the state of Minnesota and assists all
patients in the application process as eligibility requires, including acting as advocate for
the patient with the county. This includes working with immigrants and understanding
how their status affects program eligibility. The coordinator is also responsible initiating
and following through with the Saint Mary‘s Health Clinics (SMHC) preauthorization
process for surgeries and hospital stays.
Clinic Coordinator: (Marie Theresa Belanger, CSJ), 40 hours a week
The Clinic Coordinator is responsible for working with and under the direction of the
Clinic Operations Manager in facilitating smooth clinic operations, including the
admissions function.
Chief Operations Manager: (Diane Peters), 40 hours a week
The clinic Operations Manager is responsible for developing, implementing, and
monitoring the processes, which support the internal and external operations of St.
Mary‘s Health Care Clinics.
Individual Responsibilities
Information Systems
Patient Bills/ Provider Billing
Materials Management/Central Supply
Patient Scheduling
Volunteers and Recruitment (Reception and Interpreters)
Clinic Facilities Coordination
Data Management
Pharmacy
Telephones
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Government Programs
Medical Equipment
Administrative Assistant: 1 position, 40 hours a week
The Administrative Assistant is responsible for and given the necessary authority to
perform office management functions for the Executive Director and administrative stall
of SMHC.
Individual Responsibilities
Office Management
Office Materials and Equipment
Receptionist
Correspondence/Mail Room
Board and Committee Liaison
Statistical Reporting
Newsletters
Associates Liaison
Medical Records
Nurse supervisors: (Carol Novak) 20 hours a week, (Allison Beattie and Pamela
Cunningham) each 24 hours a week, and (Jennifer Bourgoine) 32 hours a week
The Nursing Supervisors are responsible for managing the delivery of medical/nursing
care and coordinating services to patients receiving care in their identified clinics or
through other referral sources.
Individual Responsibilities
Patient Care
Patient Referrals
Care Team Coordinator
Nurse Recruitment, Scheduling and Supervising
Case Management
Clinic Community Health/Diabetes Education Coordination: 1 position, 32 hours a
week
The Community Health/Diabetes Education Coordinator is responsible for working with
community organizations and health systems to coordinate health activities, compile
program evaluations, conduct outreach activities, and assist in diabetic education of
SMHC patients.
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Individual Responsibilities:
Parish (Community) Outreach
Health Counselor
Community Services Coordinator
Health Education
Latino Services Representative
Diabetes Education Coordinator: 1 position, 24 hours a week
The Diabetes Education Coordinator is responsible for managing the delivery of
medical/nursing care and coordinating educational programs for patients receiving
diabetic care at SMHC. This person implements the DEEP program.
Director of Advocacy: (Mary Heinen, CSJ), 20 hours a week
The Director of Advocacy develops, implements, and coordinates a program of advocacy
which promotes the values of the Catholic healthcare ministry, especially as these relate
to the health needs of the poor and medically underserved.
Individual Responsibilities:
Governmental Relations (including legislature)
Advocacy and Public Policy
Community Relations
Coordinate Associates of SMHC
Executive Director: (Barbara Dickie) , 40 hours a week
The Executive Director is responsible for mission-driven leadership and the
administrative oversight of all activities and services provided through SMHC and guided
by the values of the Sisters of St. Joseph of Carondelet, St. Paul Province.
Individual Responsibilities:
Administration
Human Resource Management
Contracting (grants, providers, insurers)
Utilization Review
HIPPA - OSHA
MD & Nursing Credentialing and Licensure
Physician Scheduling
Community Relations
Communications
Infection Control

Public Relations
Finance
Risk Management
Patient Complaints
Medical Staff
Relations
MD Recruitment &
Retention
Quality
Improvement
Marketing
Director of Nursing
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Figure 1: Saint Mary‘s Health Clinics Organizational Chart
(as of December, 2010; Names in brackets indicate interview subjects)
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DETAILED DESCRIPTION OF INDIVIDUAL ST. MARY'S HEALTH CLINIC
SITES
Clinics in Operation
St. Matthew's Clinic was dedicated Wednesday, July 29, 1992 and saw its first patients
on August 5, 1992. Located at St. Matthew's Parish Center, 490 Hall Avenue on St.
Paul's West Side, the Clinic initially had hours of 3:00 - 7:00 p.m. The hours were
shortened to 6:00 p.m. the week of November 9, 1992 and, due to an increase in patient
visits, the start time was moved to 2:00 p.m. beginning May 12, 1993.
From January 1, 2003- June 24, 2004 this site housed the Metro State clinic patients
after that site became unavailable. These patients were moved to the Eastside Clinic
when it opened July 15, 2004.
A second clinic session opened at this location on Tuesday, January 20, 2009.
Currently, the clinic operates from 2:00-6:00 p.m. on Tuesdays and 1:00-6:00 p.m.
on Wednesdays.
Because there is a high concentration of Hispanic residents in the area, cooperation with
La Clinica (a public health clinic) is emphasized. A significant percentage of the patients
at this clinic are Latino. St. Mary's Health Clinic provides volunteer Hispanic interpreters
as a regular clinic service here. The support and encouragement of St. Matthew's Parish
over the years has contributed greatly to the success of this clinic.
Park Avenue Clinic was dedicated November 11, 1992 and saw its first patients on
December 3, 1992. Initially, the sessions were held Thursdays from 9:00 a.m. until noon,
as well as the last Saturday of each month. The hours changed to Thursdays from 2:305:30 p.m. October 7, 1993 and the Saturday session was discontinued beginning January
1994. At that time the hours of the clinic session were expanded to 6:00 p.m. Currently,
the clinic operates Tuesdays and Thursdays from 2:00 -6:00 p.m.
This clinic site is operated in collaboration with Park Avenue United Methodist Church,
3400 Park Avenue South, Minneapolis and is located in the church basement This clinic
provides health care to a neighborhood where over half the family units have incomes
below the poverty level. The make-up of this clinic has changed from African-American
and Caucasian in the early years to nearly 90% Hispanic patients with only 8.3%
Caucasian and 2.7% African-American by the end of fiscal year 2009. One-third of
patients are unemployed and slightly more than one-third are employed only part-time. A
second session was opened at the Park Avenue Clinic on April 7, 2009 when the Calvary
Clinic was closed (April 1, 2009).
Midway Clinic (formerly Spruce Tree Clinic) was dedicated on Tuesday, May 25, 1993
and saw its first patients that same day. This clinic operates two sessions on Tuesdays
from 9:00 a.m.-12: noon and from 2:00 p.m. -6:00 p.m. The clinic moved from the
Spruce Tree location on July 1, 1994 to its current location at the Catholic Charities
building at 1276 University Avenue West when the space which the clinic was using was
needed.
On Tuesday, January 28, 1997 an evening session held from 6:00-8:00 p.m. was
established at the Midway site and staffed by second-, third-, and fourth-year U of M
medical students. This evening session was eventually discontinued. This clinic has
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operated Tuesdays from 2:00-6:00 pm. for many years until recently when a morning
session was added on Tuesday, January 19, 2010. The clinic currently operates from 9:00
a.m.-12:30 p.m. and 2:00-6:00 p.m. on Tuesdays.
The Midway Clinic serves the Midway-Frogtown area of St. Paul and operates in
collaboration with Seton Outreach Services for Women and Families sponsored by
Catholic Charities. The clinic program expands the medical services available to Seton
patients as well as to low income family units surrounding this commercial area and
people in the nearby St. Anthony Tower (a subsidized housing project). The most
predominant minority groups in this area are African American and Hispanic
Emmanuel Clinic was dedicated Thursday, September 30, 1993 and saw its first patients
that same day. The clinic is operated in affiliation with the Assemblies of God Church
and is located in the classroom area of the Emmanuel Christian Center at 7777
University Avenue NE, Spring Lake Park. This is the first St. Mary's Health Clinic
opened in a suburban area and it aims to serve low income residents in southern Anoka
County.
The population seen at the clinic is predominately Caucasian with the largest minority
group being African-American/Black. The economy of the area is deteriorating with
large segments of people becoming unemployed and unable to handle health care needs.
A second session, held on Tuesdays, at this site was opened sometime during fiscal year
1995. The Thursday session was closed January 1, 2004. The clinic currently operates
from 2:00 p.m. until 6:00 p.m. on Tuesdays.
Mount Olivet Clinic was dedicated on Wednesday, March 22, 1995. The clinic is
operated in affiliation with the Assemblies of God Church and occupies space in the
education section of the church building at 14201 Cedar Avenue South in Apple Valley.
In addition to residents of the Apple Valley area, the clinic serves the surrounding
communities of western Dakota County, including Burnsville, Lakeville, Farmington and
Savage. Dakota County has the largest number of mid-to-low income families in the
metro area.
A second clinic session was added to this location on Monday, July 1, 2002 and a third
session was opened Wednesday, March 7, 2007. This most recently added session
operates Wednesday mornings from 9:00 a.m. -12:30 p.m. The Wednesday afternoon
clinic is primarily an English-speaking clinic, however the majority of patients (nearly
70%) are Spanish-speaking. Both days have a high census and we feel this part of the
Twin Cities is an area of growing need. This clinic currently operates three sessions -one
on Monday and two on Wednesday.
Shakopee Clinic was dedicated Monday, September 23, 1996. For the clinic's first three
years it was housed in the First Presbyterian Church at 909 South Marschall Road. The
clinic site moved October 6, 1999 to the Central Family Center, 505 Holmes Street in
Shakopee, to be adjacent to other community service organizations. A second session
was added Thursday, May 20, 2004 and now two weekly clinic sessions are held at the
Shakopee clinic site - Mondays and Thursdays.
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This clinic serves the residents of Scott and Carver counties in the southwest
metropolitan area. A Scott County Community Health Services Plan 1996-1999
recognized that limited health services were available to people of low income in this
area. The same holds today. There are a large number of Hispanics and others who often
work in seasonal jobs without medical care benefits and, therefore, seek services from the
clinic. Our clinic statistics show 87% of this clinic's visits are by Hispanic patients.
Maplewood Clinic was dedicated Thursday, October 30, 1997 and the first patients were
seen on November 6, 1997. This clinic is housed at the Redeeming Love Assembly of
God Church,2425 White Bear Avenue in Maplewood and serves residents of northern
Ramsey and Washington counties including Stillwater, Lake Elmo, North St. Paul, White
Bear Lake and Maplewood. Migration of minorities and low income people into the area
has created pockets of extreme need. The lack of health care services to serve this
population prompted the establishment of the Maplewood Clinic. This clinic currently
operates on Thursday afternoons
Eastside Clinic opened its doors for patients Thursday, July 15, 2004 at the John A
Johnson Achievement Plus Elementary School, 740 York Avenue in St. Paul. An open
house dedicating the clinic was held September 2, 2004. This clinic serves residents of the
city's Eastside who were formerly served by the Metro State and St. Bernard's Clinics. A
second session at this clinic site was added Tuesday, February 19, 2008 and this site
continues to operate two days each week. .
The St. Mary's Health Clinics at Park Nicollet, a pilot project, developed by St, Mary's
Health Clinics and HealthSystem Minnesota, was initiated 10/1/98. Two private
physician groups associated with HealthSystem Minnesota in the west suburbs (St. Louis
Park and Wayzata) agreed to see referred clinic patients in their own offices. Physicians
donate their time without having to travel to clinic sites and St. Mary's Health Clinics
staff process patient eligibility. Patients are "mainstreamed" into the regular health care
system, improving access and greater continuity of care. There are currently eleven (11)
SMHC@PN Clinics for which we provide eligibility screening and other administrative
support with more expected sign on in the coming months.

Former Clinic Sites
The Northside Child Development Center, (NCDC) located at 1011 14th Avenue
North, Minneapolis, was the home of our first clinic. The clinic was dedicated January
30, 1992 to serve the children of this predominately African American neighborhood.
The weekly Children's Clinic was transferred to the nearby Ascension Neighborhood
Clinic site on May 20, 1993 due to space constraints at NCDC. The Immunization Clinic,
however, continued to be held at NCDC on a bi-monthly basis until February 1, 1994
when the need for this service ceased.
The clinic at the Abundant Life Christian Center, 3500 Lake Street, Minneapolis,
which opened 4/25/94 in collaboration with St. Albert the Great Church, closed 7/31/96
because the neighborhood deteriorated economically and residents then qualified for
government subsidy medical programs. Residents whose eligibility continued were
transferred to clinics at Calvary Baptist Church or Park Avenue Methodist Church.
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Ascension Neighborhood Clinic, 1704 DuPont Avenue North, Minneapolis opened
6/22/92 and closed 10/14/97 because patients increasingly became eligible for medical
assistance due to economic depression of the community. Pilot City Clinic and North
Memorial Hospital's Family Practice Clinic in the area expanded its services and were
able to care for patients we had served.
Interfaith / West Suburban Clinic which opened 8/31/94 at Interfaith Outreach and
Community Partners in Wayzata moved on 4/8/98 to expanded space in the Wayzata
Medical Building and closed on 4/1/99. The closure took place after St. Mary's Health
Clinics and HealthSystem Minnesota had initiated the Pilot Project (now SMHC@PN)
involving two private physician practices in the west suburban area and patients were
assured of receiving care in one of these clinics.
St. Bernard's Clinic opened 11/2/93 and was located in the church's grade school
building at 190 West Rose Avenue on St. Paul's north end. This neighborhood had
changed from a predominately white working class people who owned their homes to a
low income, culturally diverse population who rent multiple-dwelling-type housing.
Almost 25% of the population served was minority with Asians (Hmong especially)
comprising a large majority of that number. St. Mary's Health Clinic cooperated with the
long standing North End Medical Clinic (a public health agency) in this area. This clinic
was moved to Metro State Clinic site 2/4/02.
Trinity Outreach Clinic opened 3/29/93 and was located at 471 East Magnolia Avenue,
St. Paul. It moved to the Community Health Center on the Metropolitan State University
on 5/9/96.
Metro State Clinic (formerly Trinity Outreach Clinic) opened 05/09/96 in the
Community Health Center on the Metropolitan State University campus, East Sixth Street
at Mounds Boulevard, to be more centrally located to serve the east side of St. Paul. This
clinic space provided access for University students, 90% of whom work while earning
degrees to improve their economic potentials. The surrounding neighborhood struggles to
revitalize itself and move out of poverty. SMHC served as a link between the University
and the community in this endeavor. When Metro State College required the space
donated each week for the Clinics' use services were moved temporarily to St. Matthew's
Clinic site 1/1/03 and then to the Eastside Clinic at John A Johnson Achievement Plus
Elementary School 7/15/04.
Women and Children's Center Clinic opened 3/10/92 and was located at 2104 Stevens
Avenue South, Minneapolis until June, 1995 when it moved operations to Calvary Baptist
Church.
Calvary Clinic (formerly Women and Children's Center Clinic) moved to Calvary Baptist
Church, 2608 Blaisdell Avenue S., Minneapolis in June of 1995 in an effort to improve
access to the clinic facility. 89% of the patients seen at this clinic site were Spanishspeaking Latinos. In addition, the clinic served a small population of Somali patients in the
neighbor-hood. Spanish-speaking volunteer interpreters were a big part of this clinic's
success. Census at this clinic increased over the years and was full each week. When
access to a Park Nicollet Clinic in the neighborhood became available for patients, this
clinic session was moved to the Park Avenue Clinic site and patients were scheduled into
either the Park Avenue Clinic or the Park Nicollet Clinic. Last session was held March
31, 2009.
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St. Mary’s Health Clinics Individual Clinic Histories
Clinic #

Name and
Location

Opening Date

Transferred To
(Date)

Closing Date

1

Northside Child
Development

January 30, 1992

#3 Ascension
Clinic

October 1, 1997

Minneapolis

Minneapolis
(June 22, 1992)

2

Catholic Charities
Women and
Children Center

March 10, 1992

(June 13, 1995)
June 13, 1995

Ascension Club

#5 Park Avenue

April 1, 2009

Minneapolis

Minneapolis
3

March 31, 2009

Minneapolis

Minneapolis
Calvary Baptist
Church

Calvary Baptist
Church

(April 1, 2009)
June 22, 1992

October 1, 1997

Minneapolis
4

St. Mathews
Church
St. Paul

July 29, 1992
(Wednesday
session)
January 20, 2009
(Tuesday session)

5

Park Avenue
Minneapolis

November 11,
1992
(Thursday session)
April 1, 2009
(Tuesday-Old
Calvary)

Clinic #

Name and
Location

Opening Date

Transferred To
(Date)

Closing Date

6

Trinity Outreach
Center

March 22, 1993

Metro State U.

December 30,
2002

St. Paul

St. Paul
(Wednesdays, May
9, 1996)
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Clinic #

245

Name and
Location

Opening Date

Metro State U.

May 9, 1996

St. Paul

(Wednesday –
Trinity)

Transferred To
(Date)

Closing Date
December 30,
2002

February 4, 2002
(Monday- St.
Bernard‘s)
7

Midway (Catholic
Charities Spruce
Tree)

May 25, 1993

St. Paul

Catholic Charities
Seaton Family
Service

July 1, 1994

St. Paul
(July 1, 1994)

Midway (Catholic
Charities – Seaton
Services)
St. Paul

July 1, 1994
(Tuesday PM)
January 19, 2010
(Tuesday AM)

8

Emmanuel
Christian Center
(two sessions)
Spring Lake Park
Emmanuel
Christian Center
(one session)

September 30,
1993

January 1, 2004
(Thursday session)

(Tuesdays and
Thursdays)
September 30,
1993
(Tuesday)

Spring Lake Park

Clinic #

Name and
Location

Opening Date

Transferred To
(Date)

Closing Date

9

St. Bernard‘s
School

November 2, 1993

Metro State U.

December 30,
2002

St. Paul

St. Paul

10

Abundant Life
Church

(Mondays,
February 4, 2002)
April 25, 1994

July 1, 1996

Minneapolis
11

Interfaith Outreach
and Community
Partners

August 31, 1994

Wayzata Medical
Building
Wayzata

April 1, 1999
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Name and
Location

246

Opening Date

Wayzata

12

Closing Date

(April 4, 1998)

Wayzata Medical
Building

April 4, 1998

Mount Olivet
Assembly of God
Church

March 22, 1995

Apple Valley

Transferred To
(Date)

April 1, 1999

(Wednesday PM)
July 1, 2002
(Monday)
March 2007
(Wednesday AM)

13

Shakopee Valley
First Presbyterian
Church

September 23,
1996

(October 11, 1999)

Shakopee Valley

October 11, 1999

Central Family
Center

(Monday)
May 20, 1994
(Thursday)

Clinic #

Name and
Location

Opening Date

14

Redeeming Love
Church

October 30, 1997

Maplewood
15

Eastside

July 15, 2004

John A Johnson
Achievement Plus
Elementary School

(Thursday)

St. Paul

October 11, 1999

Shakopee

Shakopee

Shakopee

Central Family
Center

February 19, 2009

Transferred To
(Date)

Closing Date
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St. Mary’s Clinics Neighborhood Model and Park Nicollet Model: A
Comparison
(Comparison done by SMHC)
SMHC at Park Nicollet Model
Care is delivered by health care
professionals in Park Nicollet Clinics.
SMHC scheduler establishes eligibility.
Eligibility is re-established after 3 months.
All services (lab, x-ray, specialty referrals,
hospital care) are provided in the clinic and
expenses are absorbed by the Park Nicollet
system.
Medical Assistance/MN Care eligibility
and reimbursement is reviewed, when
referred, by the SMHC social worker with
losses absorbed by the Park Nicollet
system.
When patients become insured they can
continue to receive care at their Park
Nicollet clinic.
Currently medications are provided
through Park Nicollet pharmacies.

Operation is Health System-Based with
SMHC assistance with eligibility, case
management and MA, MNCare and
GAMC assistance.
Patient statistics are available.
Providers need not travel to administer
care.
Some patients prefer the loss of ―free
clinic‖ stigma and becoming part of the
mainstream.

SMHC Neighborhood Model
Care is delivered by volunteer
professionals in community-based facilities
(i.e. Schools and churches.
SMHC scheduler establishes eligibility.
Eligibility is re-established with each visit.
All services (lab, x-ray, specialty referrals,
hospital care) are provided off site by
numerous health systems with varying
degrees of discount to SMHC.
Medical Assistance/MN Care eligibility
and reimbursement is case managed by
SMHC social worker with losses absorbed
by SMHC.
When patients become insured SMHC
assists transforming care to an appropriate
clinic.
Medications are provided at the clinic site
(Funded through Patient Aid Fund) or
through Cub Pharmacies. SMHC absorbs
the cost beyond the simple medications.
Operation is a community-based
cooperative effort with SMHC providing
and coordinating care.
Patient statistics are available.
Providers need to travel to various clinic
sites.
Some patients are fearful and prefer the
choice of ―faith-based sponsored‖ health
care.

